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ABSTRACT 

increasingly^ the health care needs of older people 
are dominating the field of medicine and the health care system. The 
supply of physician gerohtologists and geriatricians, the attention 
they pay to the special needs of the elderly^ and the adequacy of 
their training are addressed in these hear ings^ which consider a 
Seiiate^bill to improve the education in geriatrics of primary care 
physicians.. Attention is directed to fotxr specific concerns: (1) 
whether older persons differ from younger people in ways that have 
implications for medical practice , and whether there is a body of 
knowledge about these di fferehces ; (2) whether the differences have 
implications for the training of medical practitioners; (3) the 
present and near-term future availability of appropriately trained 
medical personnel; and ii) feasible and reasonable ways to train 
additional numbers of suchphysiciahs , if more are heeded. The bill, 
which would amend sectiph 788 of the Public Health Service Act, would 
make available ah addi t ibhal $4 million to expand present programs 
and create new ones to train. physicians who plan to teach geriatric 
medicine. Sponsors of the bill hope that by 1992 the program would 
produce an additional 900 physicians trained to teach residents and 
practicing physicians the essentials of geriatrics. (SW) 
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GERIATRIC PHYSIGIANS GRADUATE MEDICAL 
EDUCATION ACT OF 1986 



THURSDAY, JUNE 26, 1986 



U.S. Senate^ 

— - SuBeoMMirTEE ON Aging, 

Committee on Labor and Human Resources, 

Washington, DC. 

_T3ie sji4feommitt^ convened, purauant to notice^ at 2:45 p.m., iii 
K)om^D-628, Dirkse^^^ Charles E. 

Grassley (chairman of the subcommittee)^ presiding. 
Present: Senators Grassley and Matsunaga. 

OPENING STATEMENT OF SENATOR GRASSLEY 
&ptor GMssi^y. I am Senator Chuck Grassley^ chairman of 
the Suteommittee on ^fiiig of the Committee on Labor and 
Human Resources, and my staff, I liave been informed, has fdready 
told you what the problems are. I will only bring ^ne additional 
pne, and that is that our meeting for the Judiciary Committee has 
been changed from two to three; but I havealso been. informed that 
hopefully one of my very good cblleagties> Senator Matsunaga, will 
be here to^ontinue the hearings, so hopefully, we will not he inter- 
rupted as^ far as the participants are concerned, and we can expe- 
aite this then beyond where we were. 

_ No\^, I am^sure that jots of you know what the purpose of the 
hearmg is today, but let me make very clear J;hat_ it is to inquire 
into whethe^^ are training enough physician gerontologists and 
geriatricians and whether those that are being trfiuhed, as well as 
those who are presently in practice, have access to the most recent 
advances m scientific arid medical understanding about older 
people. 

^ The concern which prompts this subcommittee to call this hear- 
ing is not new but it is one thai continues to be of riu^br impor- 
tance. It seems clear that the health care needs of older people are 
cpmyig very quickly to dominate the field of medicine, and indeed 
our health care system generally. 

According to a stady done in 1980, 43 jprcent of patients seen by 
general practitioners on a typical day are between 65 and 75 years 
old, and ^47 percent Bre over 75 years of ^e. The implication for 
the public sector of this increasing hnportance of older people to 
the health care sj^tem are considerable., _ 

According: to 1984 data, public funding paid, for 67 percent of the 
total health care outlays for those over 65. The public sector paid 
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88 percent of the elderly's hbsirital biUs^ 48 percent of nursing 
home bills, and 60 percent of the bill for physicians' services. 

In this context it becomes important to ask whether the prepara- 
tion of our physicians, i?^o treat older people and who make the 
major decisions which allocate our health care resources, pays 
enough attention to the special needs of the elderly^ 

Accordteg to at^^ analysis, the answer is no. One 

assessment pointed out that the vast m^'drity of undergraduate 
medical education c in geriatrics were elective. 9nly 12 per- 

cent of the courses discovered by the survey were required. An- 
other analysis noted that although nearly 75 percent of the medical 
schools in J;he United States offer elective courses in geriatrics, 
only 4 percent of the medical students take them. 

Finally, and of utmost importance to bur concerns before this 
subcommittee this very day, there are less than. 400 geriatric teach- 
ers available today; yet we _have niore than 800 residency training 
programs which each require at least two geriatricians to teach 
future physicians of the elder^^^ 

In order to get a better picture of the ^situation with respect to 
medical edjication in^^g^^^ we will take testimony on a 

number of more specific questions. These wiH deal with, first of all, 
do older people differ fro^ younger people in w^s that have impli- 
cations for medical practice, arid is there a body of knowledge 
about these differe Second, if there are differences, do- they 
have mpiications for the traihinl^ Third, 
what is the present and near-term future availability of appropri- 
ately trained medical peraohAe^^ what are feasible and ' 
reasonable ways to train additional numbers of such physicians, 
should that be deemed necessary? 

Some of the witnesses will also comment on a bill, & 2489, which 
^ Assigned to mfOte^ contribution to improving the educa- 

tion in geriatrics ot primary care physicians. Thjs bill wp intrb^ 
duced by Senator Kehhedy with Senators Heinz, Metzenbaum, 
Glenn, Bockefeller, and myself. 

ITie bin would a^^ 788 of the Public Health Service 

Act. The bill makes available an addition^ |4 jnillibn for the pur- 
pose^ of expanding present progr^ and creating new programs to 
train^ physicians who plan to teach J^riatric medicine. 
_It is the hope of the sponsors that if passed inte law, this pro- 
gram would produce an additional 900_physicians by the year 1992, 
appropriately trained to teach our residents and practicing physi- 
cians the essentials of geriatrics. 

_ It is important to point out that itis not the intention of thjs bill 
to contribute to the development of a geriatrics specialty; rather, 
the idea is to provide quality training in geriatrics to jjrimary care 
physicians who will be called on to work with older patients in the 
future. 

Neither is the bill designed to produce additional physicians. The 
purpose IS rather to increase the amount of training devoted to the 
special needs of thj elderly, 

^ Finally, the funding level for the program enyisibned is modest 
but appropriate, given our present concerns about the Federal 
budget deficit. 
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_At thw point we will receive for. the record the bj^riihg state- 
ments of Senators Matsuriaga and Metzenbaum and prepared state- 
ments by Senators Heinz and Glenn. 
[The statements referred to follow:] 

OPENING STATEMENT OF SENATOR SPARK MATSUNAGA 

fl^'fM ^^/cF^^S^- Thank you^ Mr. Chairman. As a_cbsponsor 
or b. 24ay and S. 1100, J appreciate having this opportunity to ex- 
press niy support for legislation to increase opportunities for educa- 
tion and training in geriatrics and gerontology. 
_ The need for improvements in geriatric and gerontological educa- 
tion^d training is self-evident to those jvho keep up with demo- 
graphics, in 1900, only 4 percent of the U.S. population was aged 65 
or older.^while those aged less than 19 years made uj^ 44 percent of 
the population. By 1980, the proportion of people aged 65 yiars and 
oyer had increased, to 11 percent and it is expected to reach 20 per- 
cent early in the 2_lstceh^^^ is due in part to improvements 
in h(BaJth^care, nutrition and our environment^ but it also reflects 
the baby boom of the period immediately prior to 1920 and that im- 
mediately following World War II. 

It is perhaps even more significant that the fastest growing seg- 
ment of the U.S. populatibh is represented b^ those aged 80 years 
and over. By the year 2000, it is estimated that one_hal_f of the el- 
derly jMimlatidn wlLb^ oyer age 75, and the remaining half aged 
b& to 75. It is interesJ;ingio note that, today, over 200 people in this 
country celebrate their 100th birthday every week. 

In eastern cultures, such as Japari_arid China, age is venerated 
and the_eld_erly are regarded as repositories of wisdom^, In the 
west, and perhaps especial^^^^ United States, which has 

always regarded itself as a young country, just the_ opposite is often 
true.^ We celebrate the Muth culture and the old are often isolated 
and torgotten. While previous Congresses have examined this prob- 
lem— enacting^ the _ Older Americans Act and Medicare, for exam- 
ple— muchjemams to be done if we are to address adequately the 
needs of Ihe growing numbers of older Americans. Meeting the 
neexl for more specialists in gerphtblo^ and geriatrics is an excel- 
lent way_ to start, and, as the ranking minority member of this sub- 
TMnk you ^® ® witnesses testifying today. 

OPENING STATEMENT OF SENATOR METZENBAUM 
^ Senator Metzenbaum. Mr. Chairman, I wish to commend you for 
holding this hearing so important to the future ^veil-being of all of 
US. Ive been pleased to join with you and Senators Kennedy, 
ii®^i?^'-f sponsoring the Geriatric Physicians Graduate 

Medical Education Act of 1986. 

I believe we are all aware of the need to prepare for the graying 
ot Amerira: In just 35 J^ears, over 13 percent of the population will 
be over 65, including all of us. In just 15 years, the over 85 group 
will more than dpu_ble,_ and that includes some of us. So, it^s eii- 
qouraging to see this focus on national policy that pays attention to 
tne demographic changes m our future. 
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We've ieamed that, currently, fewer than 100 geriatricians are 
being produced nationwide eacfi year, aniihere-are fewer than 400 
faculty-level geria^^^ available fo staff the 800 residency train- 
ing programs in internal medicine and family practice. And^et, it 
seems self^yidMt that every phys^^^^ who cares for adults should 
know about the diagnosis and treatment of the dlsepes— the jjhysi- 
P_al and mental disabilities — to whicli the elderly m£^ be especially 
vulnerable, and should Imow about eli^erly patient mah^ement. 

I take great pride in my home State,^ Ohio, which is in thejbre- 
front of support to its medical schools for offices of geriatric medi- 
cine. _ 

^ Almost a decaJe ag^)^ the Ohib Assembly passed le^la- 

tioh to establteh a budget Jine item for thi& purpose. Ohjq's experi- 
ence provides a iise^ modeljor^eriatric education nationally. 

Alzheimer's disease hra long been a conceiti of mine. In the last 
few wars, I have s^ bills to address problems related 

1^ Alzheimer's disease. Certainly, there is no question that an 
increasingly older pdpulatibh will reqiiii-e that primary care physi- 
cians be educated and skilled in strategies for maintaining queility of 
lifethroughqut the^xtended jr^^ 

We all hope for more years in our life, but we also hd]^ for more 
life in our yeara. Gopd preventive care, good medical care should 
add a better quality ofJife to our extended life span._ _ 

I strongly support S. 2489, The Geriatric Physicians Graduate 
Medical Education Act of 1986. It is_ ah important step forward to 
the ultimate goal of training the faculty needed as educators in 
geriatrics for jother relevant health professions, as well. 

I look forward to the testimony of these knowledgeable witnesses^ 
sb that we can better deterinine the medical treatment needs of the 
elderiy, and reasonable ways to train the additional numbers of 
geriatric physicians that will be needed. 
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STATEMENT BY SENATOR JOHN HEINZ 
Before tbP Aging Subcommittee, Labor and Human Resources Committee 



Good Afternoon. Today we are here to consider a modeot but 
timely investment that is critical to this Nation's ability to care 
for a greying society: the training of physicians in geriatric 
medicine . 

Older Americans in their 70s, 80s, and 90s represent the 
fastest growing segment of bur population and the heaviest users of 
our health cari system. Yet we are wbefully ill-prepared to handle 
the special challenges of caring for tnese older patients; In 
testimony before the Special Committee on Aging, experts have told me 
that physicians are not trained to cope with the multiple and complex 
medical problems typical among the elderly. This type of Innocent 
ignorance can lead to drug misuse, misdiagnosis and even death. 
Unless we act now, severe shortages of properly trained physicians 
could lead to widespread and unwarranted malpractice wrought on the 
elderly. 

Today very few practicing physicians and an equally small 
number of medical students are trained in geriatric medicine. Out of 
the 520.000 doctors nationwide, only 922 are geriatric physicians. By 
1990 — only four years away — a National Institute on Aging study 
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estimates we will need nearly nine times that number to care for the 
growing number of aged patients. 

Our lacH of practitioners stims from a critical lack of faculty 
able to train medical atudents in geriatrics. According to the same 
NIA report, we will need a minimum of 900 additional geriatric faculty 
before the year 2000, The bill before you, the Geriatric Physicians 
Graduate Education Act of 1986, would provide the financial support 
needed to train physicians as educators in the specialty of geriatrics 
in order to meet the NIA goal. Specifically, the bill would fund 
three training programs; one-year of geriatric training for mid-career 
academic physicians; and one- and tWo-year geriatric training for 
medical students specializing in family and general medicine who have 
expressed an interest in teaching. 

The bill under consideration is one of a series of 
prescriptions which have been written to address the shortage of 
health care personnel with geriatric training. Earlier this year I 
fought to protect geriatric training from cuts in Medicare funding for 
graduate medical education In the Consolidated Omnibus Budget 
Recohclliatioh Act, Last fall, we passed the Health Research 
Extension Act, calling on the Secretary of Health and Human Services 
to recommend how specific numbers and types of health personnel can be 
trained over the next four flecades to care for the elderly. 

While Congress looks forward to hearing from HHS next spring, 
we should not hesitate to take action now on the measure before us. 
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For a small Investment of $4 million a year, this bill will yield 
compounded interest by educating hundreds of faculty, who, in turn, 
Will train thousands of medical students to care for our aging Natl 
That's a dial we Can't afford to pass up. 
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STATQIBNT OP SBNITOR JOHN GLENN 



AT A HiSARiNG OF THiS 



LABOR AND HUHAN RESOURCES SUBCOHNITTEB OR AGING 



M''« __ChairBan, aa_the_senior Penoqratiq oember of the_Sens^te_ 

SpeoialCbiaait tee on Aging, I-am-pieased to have this opportunity 

to. adfl my strong 3upp6rt_r6r_s: _2i|89j_the Geriatric- Physiclaha 

Graduate Medical Education Apt of 19p I waspleasedtpjpin.you 
in intrbdubihg this legislation because I believe it represents an 
inportant step toward. .tnsuring_that our hatidhlS-bealth care 
providers are adequately trained in geriatric medicine. 

However,, before I_make_8iy case Cor_S. _2i|fl94__I_W0uld_ like, to ._ 

commend you and Senator Kennedy for bringing Committee attention to 
this-Inportaot-bill. - All too frequently, we in the Senate see 
neritPriOuS.legislatiOQ languish^ without. action and sometimes. . 
without reason, in committee. Your hearing today is particularly 
noteWorthy-because- it makes it- possible that 3. 2489 will gain 
congressional approval before the 99th Congress adjourns. 

— The heed.for legislation- like -S: 2489 should be obvious. We 
all_knpw pur populatipp is_aging and we all. should knpw t.hat. it is 
time for us to plan for these demographic changes. By the year 
2025y_20 pet*cent of our-populatloh. will 6e over 65. Onderstahdihg 
this and__keeplng_lnBind_thatthe_ largest percentage of the.U.S, . 
health care dollar is spent on the health needs of older Americans, 
Simple comaon sense dictates. that_we make sure the providers taking 
care of our elderly are sufficiently trained in geriatric medicine. 



The. csurrent_brItioal_sh6rtage of trained health care 

professionals was fully documented in the_1984 National_Instit.ute 
on Aging ** Report on Education and training in Geriatrics and 
Gerontology^** . .This report pOihted.Out tbat.a-grQwIhg.demahd for 
hospital, long-term care and community services will clearly 
accbnpahy the deiabgraphic changes in the elderly population. 

Currently there are fewer than 400 faculty level geriatricians 
avallable-to staff more than 800 training programs in Internal 
Medicine. and Family Practice. S. 2489 provides incentives . (through 
faculty support) to expand current geriatric fellowship programs 
and to develbp new programs. This approach should provide, within 
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five years, a surrieient number of trained faculty oeobers to staff 
all Internal MedIcIhe_ana_FainIIy Practice residency training 
programs across the country. 

PreParin8_nQw to.-ha¥e_aaequaEeIy- trained personnel in the 

health care field is good public policy, not only because it is 
humane,- 5ut- because it will also prove to be cost-effective in _ 
terms of diagnosis^ treatment^_and prevention^ Without adequate 
research and trained practitioners^ we cannot expect the Riedleal 
and- ceehrioloijical- breakthroughs needed to combat the various 
diseaaes and eonditionJ that pactlcularly_arreet the elderly, such 
as Alzheimer's disease and other dementias, arthritis^ 
osteoporosis, coronary heart disease, hypertension, and cancer. Not 
only are these conditions devastating to-Ehe_arrected Individual 
and his or-her family and friends, but they are costly to each and 
everyone of us. 

- -I^view the Geriatric Physicians Graduate Medical Education Act 
of_198&_a3_a rirst-sEepupthe ladder of success toward adequately 
training the health_eare providers Hho_ will be. responslfele. for. 
talcing care of our ever-increasing elderly population. This bill 
is importanti.ln that.It-addresses the weaknesses- we currently face 
Ad t*ie Internal Medicine and_Family_?ractice. field. . However, . It 
does hot address the shortages of faculty adequately trained in 
geriatrlcs.and gerohtology-who-teach-our nurses^ geriatric 
^®?tlsts, social workers, occupational therapists, optometrists, 
pharmacists, podiatrists, respiratory thjrapists , and who would 
encourage researchers to cbheehtrate oh the biomedical, behavioral, 
and social problems of the elderly. 

Last year*. I_ Joined _Senatbr_HeIh2_ Ih-Ihtrodueihg S. 1400^ the 

Geriatric Research, Education, and Training_Act_Qr_1985 (GBEATl^ 
WhIch_provIdes-for a much more comprehensive framework to address 
pur shortages in these othep__fleId3. __ aithough- it appears unlikely 
that Congress will act on the GREAT bill this year,_I remain 
committed to. this legislation and will continue to work for its 
passage. Hpweyer,_I cannot and will .nQ£_WaIt around for action on 
S. 1100. Therefore, I am strongly supporting S. 2189 as a more 
modest, but necessary, first step. 

I am proud to say that my home State of Ohio was_the_f irst 
State to. provide rihahcial- support to each of its seven medical 
schools to establish offices of.geriatrlc medleiha.__In_ 1977, the 
Ohio General Assembly enacted legislation which established_a 
seParateXine Item. In_Ehe higher- education budget-to do this. 
Funding has risen from $350,000 in fiscal year _.1979_Eb |K27_ 
million in fiscal year 1986. This experience has provided us with 
numerous innovative approaches- to educating meJical students and 
practitioners about the needs of elderly patients and has 
stimulated exciting new research. 
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th« Congress can provide the leadership to ensure that Ohio's 
Innovatlons-ln-geclatclc- education -ace- possible- on a -national 
basis, Thl?_experlence_needs_tp berepllcate 

country If we hope to overcome the well-documented shortage? oT 
adequately prepared health- cace-professlonaTs_ to meet-tbe-challerige 
of our rapidly growing aging population. I believe that the 
Geriatric Physicians Hedlcal Education Act of 1986 will help us 
meet this challenge tiead-On arid I wduld_tiope-ttiat-tdday * s- bearing 
represents the Senate's first step towards assuring Its passage 
this year. 
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Senator Grassley. I wUl now go to the intrbductionL of the panel; 
We arej:oin^ to rirst hear from Mr. Thomas Hatch, who is Director 
of the Bureau^ of Health Professions of the Health Sources and 
prvices Admmistration. Mr. Hatch wHl be followed by Dr T 
Franklin Williams, who is the Pirectbr of the National institute on 
Aging of the National Institutes jof Health. 

Lthank you very much for l^ing: pati^ as I have already said, 
li-^TiTMi^^ that you would start out, Mr. Hatch^ and then go to 
tJr. Williams, and then we will have questioning at the end. 

STAmMENt OF TifOMAS D HATCH, DIRECTOR, BUREAU QF 
HEALTH PROFESSION, HEAfctH RESOURCES AND SERVICES 
ADMINISTRATION, DEPARTMENT OF HEALTO AND HUMAN 
SERVieES; AND DR. T. FRANKLIN WILLIAMS, DIRE££iSR, NA- 
TIONAL INSTITUTBL ON AGING, NATIONAL INSTITUTES OF 
HEALTH, PUBLIC HEALTH SERVICE, DEPARTRIENT OF HEALTH 
AND HUMAN SERVICES 

Mr Hatch. '^ ehairman. With your permission, in 

the mter^t of time, I will ask that, my prepared statement be en- 
tered in the record, and I will abbreviate it in order that we can 
move on toihe other statements. _ 

Senator Grassuey. Yes, it will be included in the record as sub- 
mitted. - 

Hatph. I am pleased to beJiere today to disciiss genatric and 
gerontolo^cal education ahd_ training needs of the Nation's iealth 
work force, and m particular, physicians. I am most pleased to be 
accompanied Ijy Dr. T. Franklin Williams, Director of the National 
Institute on Aging. 

During the^last seyeMyeare, a variety of support for training in 
g|riatnP medicme^has been provided thf dugh_the authorities of 
title yil and title _Vm of the Public Health Service Act This sup- 
port has-been channeled through broad program authorities under 
these titles and, since through targeted support for geriatric 
iSfce Act^"*^^^^ funded under section 788 of the Public Health 

The primary care training authorities eiicpurl^e geriatric train- 
ing through medical_ residency training praams and faculty devel- 
c^^e^" Pro^a"™s in family medicine and general internal medi- 

_ More targeted support for geriatric traihihg_is_prbvided through 
section J8& Under t^^^ 20 geriatric education center are 

pr|sently funded to provide a comprehensive ran:ge of training 
within specific g:edgrapW^^^ 20 centers involve the im^ 

provement of geriatric training in schools of medicine. 

By Septe that approximately 4,700 individ- 
uals _mll_ have received train ranging from oheHOiMJne clinical 
experiences of 6 months' duration to attendance at short-term con- 
tinumg education seminars. These individuals include physicians 
among others. ^ 

In worlang^\^th the National institute on Aging in the develop- 
ment of the february 1984 Congressional Report on Education and 
ifainin^ in Geriatrics and Gerontology, the committee of Federal 
representatives and its e.^pert consultants recognized the need for 

IB 



ERIC 



12 



facility deyelbpment cm to quanti^ faculty targets for 

th& years 1990 and 2000. Dr^WUliams_will describe that effort. 

Fellowship pr^rams fimded tfarou^ the Veterans' Administra- 
tion- the Nation Institute of 
M^it^ Healtfa sere producing between 100 to 140 clinicai and basic 
spienoe &cul^ per year, with about 70 percent eonimuxng in full- 
time geriatric academic positions. 

We believe the jshbrtfall in geriatric faculty is lessening as we 
move clo»|r to 1990^^ private 
sector inter^t, particulcaly foundations, m this area, is growing, as 
is tjift in the medical cQ 

it is believed tiiat the combination of existing programs, indud- 
ing new reim incentive included in the Gonsolidated 

Omnibus Budget Reoonciliation Act, which provides a sp^ial 2^ 
year exception for individuala hr geriatric fetiowships, the numer- 
private aeclOT for change 

within the m^cal coimnunit^ and a likely increase in State and 
local govenment inters this area^ will result in a shift of addi- 
tional resources toward the preparation of physicians and other 
health prbf^ibhals to provide necessary services. 

Thank you. 

Senator Grassi£y. ^liank you, Mr. Hatch. 

COieprepaif^^ and responses to questions 

submitted by Senator Grassley follow:] 
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Mr. Chairman and Members of the Subcommittee: 

I am pleased CO be here today to discuss geriatric and gerontological 
ediiccitibn and training heedis of the Nation's health work force, and in 
particular, physician!;. I am most pleased to be accompanied by Dr. T. 
Franklin Williams^ Director of the National Institute on Aging. 

During the last several years, a variety of support for training in 
geriatric medicine has been provided through the authorities of title VII 
and Title VIII of the PHS Act. This support has been channeled through 
Broad program authoricies under chese Titles and, since 1983, through 
targeted support for geriatric education centers funded under Section 788 
of the PHS Act. 

The primary care training authorities encourage geriatric training 
through medical residency training programs and faculty development 
programs in Family Medicine and General Internal Medicine as well as the 
Area Health Education Centers program. In FY 1985, about half of the 383 
accredited graduate programs in family medicine w?re funded by Che Bureau 
of Health Professions. Of this numbrar, 72, or approximately 50Z, used 
some funding to provide geriatric training. (This represents about 25Z 
of the family medicine graduate programs nationwide.) A sizable number 
of Family Medicine grant awards for residency training and faculty 
development also utilized a portion of the funding for training in 
geriatrics. Of 91 awards in FY 1985 for General Internal 
Medicine/General Pediacrics Residency programs (some are joint), 38 
grantees provided some geriatric medicine 
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trainini to an estimated 190 resiaehts" Six faculty deceived geriatric 
training under the General Internal Medicine Faculty DevelopmenE Grant 
Program. (An estimated 72 faculty were supported by Che grant program i, 
FY 1985.) 

More targeted support for geriatric training is provided through Section 
788. Under this section. 20 geriatric education centers are presently 
funded to provide a comprehensive range of training within specific 
geographic areas. These centers provide training opportunities in 
geriatrics and gerontology for faculty of medical and osteopathic and 
other health professions schools. They include muItidiTCipliniry 
consultation and assistance in geriatric curriculum development as well 
as support for continuing education. All 20 centers involve the 
ifiprovemeht of geriatric training in schools of medicine. The majority 
6f centers also involve nursing, dentistry, pharmacy, social work, 
occupational therapy and physical therapy. By September 1986^ 
approximately 4,700 individuals will have received geriat^c training, 
ranging from dne-on-one clinical experiences of 6 months duration to 
attendance at short-term continuing education seminars. 

The Title VII authority specifically allows support tor the training and 
retraining of faculty to provide instruction in the treatment of health 
problems of elderly individuals. 

In working with the National institute on Aging in the developinent of the 
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February 1984 Congress ibnal Report oh Education and Trainihg in 
Geriatrics and Gerontology, the committee of Federal representatives 
(including HRSA) and its expert consultants recognized the need for 
faculty developmene and aEceropted to quantify faculty targets for the 
years 1990 and 2000. Dr. Williams will describe the entire effort in 
more detail, as well as a congressionally mandated study now underway to 
determine personnel needed to meet the health needs of elderly Americans 
through the year 2020. 

There have been several attempts to estimate the number of faculty 
teaching gerontology and geriatrics in health .rofessions schools. While 
most medical schools (91 percent) haVe indicaCed Chat Ehey have training 
programs in aging or geriatrics, these programs vary enormously, ranging 
from comprehensive campus-wide programs to a single part-time faculty 
member. Data obtained in preparing the DHHS report indicate that there 
are fewer than 300 medical school faculty members Or about 2.5 full-time 
faculty equivalents per school. A recent survey of the members of the 
American Geriatrics Society and the Clinical Medicine Section of the 
Gerontological Society of America confirmed that no more than 250 to 300 
faculty members in U.S. medical schools have a major co^itmehE to the 
field of geriatrics. 

It has been suggested that 9 or 10 clinical faculty and the same number 
of basic science faculty are necessary for an integrated clinical care, 
teaching, and research program in geriatrics and gerontology for medical 
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students and house staff. Fellowship programs funded through the 
Veterans Administration, Kational Institute on Aging acid National 
Institute of Mental Health are producing between 100-150 clinical and 
biiic icience faculty per year with about 70% continuing in full-time 
geriatric academic positions. So the short-fall in geriatric faculty is 
tesietitng as we move closer to 1990. 

In keeping with one of the f eco^ehdatibns of the Report to Congress, 
that the Department increase training in this area by strengthening 
existing programs, the NIA has introduced several new approaches. 
Dr. Williams will elaborate on those activities. 

In terms of other related activities it the Federal level, the Veterans 
AdmiaisCratidh is presently supporting 50 physician fellows in 
geriatrics. Post-residency physicians with backgrounds in internal 
medicine and other appropriate specialties (family practice, neurology, 
psychiatry, physical medicine and rehabilitation) participate in a 2-year 
clinical/eaucational/resiarch program providing Specialized training in 
geriatric medicine. Since its inception in 1978-79, 128 fellows have 
graduated. About 902 continue to practice geriatric medicine and more 
than 702 hold academic appointments. 

In FY 1986, post-doctoral training within the NIMH includes an estimated 
12 Geriatric Mental Health Awards, facilitating career reorientation for 
psychiatrist faculty interested in developing more of a research focus 
within their department or school. A number of clinical training 
programs in mental health and aging emphasize postgraduate specialty 
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training through faculty development and fellowships, further increasing 
the pool of potehtiat faculty members. It is estimated that about 36 
physicians will complete such training. 

Over the past several years, the Administration on Aging has funded 
eleven Long-Term Care Gerontology Centers to assist in the development of 
a continuum of care, particularly community-based care, for older persons 
in need of such services. Some of the Centers have developed, supported 
and strengthened various geriatric training programs in medicine and 
psychiatry* 

We would also point out that private sector interest in this area is 
growing. Pfizer Phartnaceuticals , with cosponsorship of the American 
Geriatrics Society, recently awarded geriatric medicine fellowships for 
up to two years of clinical and research training, the Broo^cdale 
Foundation has awarded research fellowships in the field of aging. The 
Hartford Foundation has initiated a program of geriatric £aculey 
development awards geared to retraining existing medical school faculty. 

The medical profession itself is increasingly responding to the geriatric 
imperative. The Federateu Council for Internal Medicine has recently 
acknowledged deficiencies in residency training in geriatric medicine and 
made recommendations for improvement. The American Geriatrics Society 
has drafted Guidelines for Fellowship Training Programs in Geriatric 
Medicin e for submission to the Residency Review Conmiittee for Internal 
Medicine of the Accreditation Council for GME. 

- 5 - 
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It i« believed that the combination of exiacing programs, a new 
reiobursemeat incentive inctuSea in COBRA (which provides a special 
2-year exception for individuals in geriatric fellowships), the numerous 
private sector initiatives, a building momentum for change within the 
iseaical education community, and a tiRely increase in State/local 
government interest in this area will result in a shift of adaifional 
resources toward the preparation of physicians and other health 
professionals to provide necessary services. 

1 would like to ask Dr. Williams to present his comments now. after which 
we will be happy to answer your questions. 
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Responses by Thomas Hatch 
to Additional Questions from Senator CJrassley 

QuesCioh. As I hbted £h my opening statement, around 43 percent of 
the individuals seen by general practice physicians on any day are 
between 63 and 74 and 47 percent are over 75 years of age* This 
information is from a 1930 article hy Kane and others. This seems Eo 
Litiply EhaE Ehe Eyptcal primary cafe physician should know a lot about Che 
special medical needs of the elderly. Would you agree with this 
statement? 

Answer. Yes, I would agree. 

Question. Would you agree with the point which will be made by 
subsequent witnesses to the effect that we should not create a geriatrics 
sub-speciaity, but rather that every primary care physician who has a 
substantial percentage of older persons in his or her pfacEice should 
haVe comprehensive Cfaihing in geriaErics? 

Answer. Decisions wiEh respecE Eo Ehe esEablishmenE of new 
specialEies or sub-specialEies are made wiEhin Ehe medical profession. I 
undersEand EhaE Ehe American Board of InEernal Medicine and Ehe American 
Board of Family Practice are both moving toward certification of 
competency in geriatric medicine, rather than the establishment of a 
formal sub— specialty. I certainly agree that every primary care 
physician should be competent to deal with the special problems of older 
people. 

Question^ In order to do this, is it not important to have teaching 
faculty in sufficient numbers to teach medical students and primary care 
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residents, the essentials of geriatrics? 



Answer. Yes, it is important to have sSfficient faculty to teach 
medicol stQdents and primary care residents the essentials of 
geriatrics. This need was documehtea in the Report on Education and 
Triininff in Geriatrics and Geroutcriogy . submitted by the Department in 



Question. How many academic geriatricians would you say we heed By, 
**y 1990? Does the Department have ahy official estimates or goals with 
respect to this? 

Answer. The 1984 Report^npti-Edu cation and Traihihg ih Geriatrics and 
Gerontology set a minimal target of 600 physician faculty prepared to 
teach geriatrics, as a primary commitmeht, in U.S. medical schools by the 
year 1990. The target for the year 2000 is 1,300 physician facSIty. 
These estimates relate to the basic or undergraduate level of physician 
education, although some overlap of faculty who teach undergraduate 
medical students ahd primary care residents may be presumed. 

QQcstioh. Ybu point out in your testimony that at preseht there are 
fewer than 300 medical school faculty timbers who have a major commitment 
to the field of geriatrics. As you know, there arc iboUt 800 separate 
training programs for these primary care phyaiciana who will be taking 
care of older adults. Given these numbers would you agree that there is 
a shortage of geriatric teaching faculty at the present time? 

Shiwer. I would agree that there is a shortage of facility to teach 
geriatrics. The Report oh Ed ucation and Trainini^Serfarrtcii ,nd 
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Cerbhtoiogy indicated thac there are too few teachers with geriatric 
expertise who can teach future physician providers arid it proposed 
increased emphssis on expanding the number of faculty with expertise in 
geriatrics and gerontology. 



developments which indicate that more physician geriatricians should be 
produced in coming years. Is your position that sufficient teaching 
faculty will be created By these activities in an appropriate period of 
time? I don't believe you made a categorical statement about that in 
your remarks. 

Answer. As I indicated in my statement, progress is being made 
toward attaihmeht of the minimum targets for 1990 arid 20Q0. Fellowship 
programs funded through the Veterans Administration, National Institute 
on Aging and National Institute of Mental Health are producing between 
100-140 clinical and basic science faculty per year, with about 70X 
C70~98) continuing in full-time geriatric academic positions. If the 
current emphasis oh the need for geriatric faculty contipies, we believe 
significant progress toward meeting these goals can be made, through the 
above programs as well as through increasing non-federal support. 

Question. Does the Department have estimates of the number of 
teaching faculty which will be crc/tted by the activities to which you 
referred in your testimony? 

Answer. In terms of the Title VII primary care training authorities^ 
as I pointed out in my testimony, geriatric training ij encouraged as 
part of Family Medicine and General Internal Hedlcihe faculty development 



Question* In your statement, you reviewed some of the recent 
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programs. 



with respect to the Geriatric Eduction Center Program that I described 
in i.y testimony, epproximately 4,700 ihdividiieU Will, by the end of FY 
1986, have received training since the inception of the program iri P? 
1983. Of these, approximately 3.000 are expected to serve as faculty of 
health profeiiions education programs or have significant in-«rvice 
training responsibilities. The hitGre of this training, as I pointed out 
in my testinony, is variable in length and intensity. It is» 
essentially, a tailored faculty development effort, often using multiple 
approaches to accommodate the availability 6E faculty in certain 
geographic areai. To the extent that training experiences are open to 
practitioners, residents, fellows, and graduate students, as well as to 
existing faculty, th,y attract some individuals who are entirely new 
health professions teaching faculty. The primary emphasis, however, is 
on the development or enhancement of geriitrid teaching capabilities of 
existing health professions faculty and in-service trainers who need and 
want strengthening in this area. 

Question. How much of the total appropriation for section 788 goes 
for faculty training and retraining as mentioned in subscctibn (d)(lj(D)? 

Answer. In FY 1986. approximately $6.4 SilUon of the $8 million 
appropriated under Section 788 will be awarded to Geriatric Education 
Centers. Faculty development, which encompasses training and 
retraining, occurs within each of the centers, but a^6Qht8 for this 
purpose are hot separately budgeted and are closely linked to other 
purposes mentioned in Section 788(d). However, in FY 1986 we estimate 
that abdut 60%, or *3.8 million, of grant funds will be utilized to 
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Support faculty training or retraining for medicine, nursing, and other 
health professions. 

Question* Could you be specific aa to how this money is used? 

Answer. Funds for the Geriatric Education Centers are used to 
provide a comprehensive range of educational services within targeted 
geographic areas including: 

(1) training of health professions school faculty in geriatrics and 
gerontology. 

(2) geriatric curriculum consultation and related assistance to 
health professions training programs. 

(3) other educational services such as continuing education for 
practitioners and educational information referral systems. 

the pooling of resources in geriatrics education is emphasized. A total 
of about ISS academic institutions and other organizations are directly 
affiliated with the 20 Geriatric Education Centers. 

A variety of different approaches to faculty development have been 
employed, but the common goal is to stimulate a ripple effect by 
enhancing the geriatric knowledge and skills of existing health 
prbfesslbhs faculty or by training practicing professionals who are In a 
position to introduce geriatric content into health professions education 
programs. A key element is to make training available through centers 
with special expertise and resources in geriatrics, and follow this up 
with technical assistance and teaching materials provided by the center 
to the faculty at their home schools. 



Question. How many new geriatric faculty does this support result 
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in, in any given year? 



An.wer. I would .g.in point but ch« Che progr.„, of our CerUtrrc 
EduciKon Center. utilUe . v.riety of .pproicKei tb faculty development, 
with eoph..i. on enhincewnt .nd retraining of exi.ting faculty; With 
the exp.n.ion of the Geriatric Educition Center Program in FY 1985 fro» 
four to 20 centers, we expect that some significant number 61 faculty 
each year will participate iH educational experience, to better prepare 
£he« Co Ceach geriatrics. 
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Sihatqr _GRA8SiJ:y. NpWi Pr._ WilliamSi Jlecite. 

Dr. WimAMs, Thank you, Senator Grassiey. i too would like to 
iubmit my written testiinony for the record and will summarize 

here. - _ _ _ _ _ _ 

_ Our success in respo health care needs of the rapidly 

growing numbers of older people will depend upon our ability to 
develop a critical mass of teachers and investigators in the emei^- 
ing^disciplines of geriatrics and gerontology. 

The heed for more individua]^ trained in the^ fields has been 
highlighted in studic^ and repoirts by the Institute of Medicine, the 
Association of America Medical Colleges, and more recently, the 
New York Academy of Medicine. 

As noted by Mr. Hatch, in 1983 the House Committee bh Appro- 
priatidns directed the^Depa^^ Hum|m Stemc^s 

to submit a plan to improve and expand training in geriatrics and 
ger bri tology . LMU_re view Jiere^ some of the lujghli^ite of the r^wrt 
that was submitted in response to that directive and describe some 
of the new miti_atLyp_^ing_develoi^ 1:^ the National Institute on 
Aging as paoi: of this response. 

__In the near _futurei_thj_mg^^ of all u|ez$ of health and_hea^^ 
related services, with the obvious exceptions -of otetetric and pedij- 
srtrip carei^wUl beJn trained pro- 

fessional ^d supportive personnel are needed to provide services 
to _the_ older citizen more effectively and economically. In addition, 
the training of a new generation of gerontological axMi geriatric re- 
search investigators yml help assure the more rapid development 
of new preventive and therapeutic approachi^ to age-associated dis- 
ease and disorders. 

The anticipated escalation of health cafe costs related to our in- 
creasihg:ly aged population can be most effectively reduced by ex- 
tending the healthy yeaiB of life cmd decree the years of dis- 
ease and disability throu^ medicfd research. 

Berause of the^\^ ^rpntolpgy and jgenatricSj edt^ 

cation^ and training initiatives in these fie& should be targeted 
toward almost and human servlcp ^rof^iiwlals |^ 

allied personnel. Students entoring aU health professional fields 
inuBjL acquire _a_ bMic knpwled&e pf the agmg.proce^ 
which apjpeEcr to influence it-The knowled^ base in gerontology is 
ex^andm^ rapidly^ and a sufiScient body of informatibh is ready for 
dissemination.- _ _ _ _ _ 

_ How jnany_faculty_ presently teach gBrontology. and gBriatrics in 
health professional schools? While mcrat schools have indicated that 
they haye_ training progr in these fields, the progrfluns vary 
enormously, ranging from comprehensive, ^i^ampuswide programs to 
a single part-time faculiy member. Data obtained in preparing our 
report indicate that there are fewer than 3()& medical school Acui- 
ty members, or about an average of 2.5 full-time faculty equiva- 
lents^ per school. This i& clearly inadequate. 

It has been suggested that 9 or ID clinical faculty and the same 
number of basic science faculty are ne<^^3ary for an integrated 
clinical care, teaching, and research prbgram in geriatrics and ger- 
ontology. At present,^tke National Institute on Aging, the National 
Institute of Mental Health, and the Veterans' Adnumstration are 
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feainigg between 100 140 new individuals per year^; btheS are 
beang trained thrbugh other mechanisms in our country 
in.\!^L*ft°- to^xpand emrts to create the geriatric faculty 

^fof^ »c-demic community, along with the pri- 

vate sector, needs to share responsibility mth the Federal, State 

and local governments ta reach Jthese goals. 

Ifow can we train suffi^^^^^ faculty for educational and training 
^pgrams m geriatrics and gerontology? Our Institute, the Nation^ 
institute on Agmg, has responded with several new approaches, in- 
cluding the Geriatric Leadership Academic Award-^l grant pro- 

mf^f«? -"I^^j-^''?^'" ^1 provide leadership in stim- 

ulating and guiding the de>^^^^^ of programs ibr research and 

trammg m geriatrics and gerontology. This initiative is speciTicallv 
targeted to those institutions which currently do not have exten- 
sive programs m aging. camju 

^'^'^^ awards for fellowship positions to ex- 
tra^H"? programs where we can take advantage of estab- 

tow«r/flo^V*^^-° ^ P«°P^^ ^th ah orientation 

toward leadership m agmg and geriatric. There are also a number 

f£^S-- -52^.°^.."PP°'^ utilized by the NIA Which are described 
in my written t^imony. 

i^H'l^™?^*^^^"!® Which made this report in 1984 is continu- 
^L?nJ*l^ together to foster these exTorta and is presently ad- 
dressmg the ccngrrasional requirement to report by next vear on 
^^onnel needs for health ^e of older pegle out to the^ear 

It is timely aiso for the private sector to contribute to this iSpor- 
K^,^^"^^- pySdations such as the Hartford Foundation, the 
^^f/^^ Foundation, and the Brookdale Foundation e ther 
have funded oi^plan to fund a limited number of fellowship nosi- 
boM. It is^ particularly pleasing to see private industry, like the 
Welers Insurance Go., and the Pfizer Corp. also entering tKs 

thSe n^"^^ forvrard to joint participation in trying to meet 
T^iank you. 

[TTie prepared sta^^ Dr. Williams and responses to ques- 

tions submitted by Senator Grassley follow:] i~ wj q les 
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Mr. Chairman and Members of the Coramittee, I am Dr. T. 
Franklin Williams, Director of the National institute bri Aging 
(NIA), National Ihstltutii of Health. I ihank you for the 
opportunity to present Information relating to geriatric training. 
This testimony has been modified from an article by Edward L. 
Schneider, M.D. , and me which appeared in the Annals o f T n^ ^^ ;r^ 
Medicine. . 

^^^^^^ a very few years ihe heaVth care heeds of oldir people 
will abihihate thi field of medicine. Our success in responding to 
this situatibh will depend upon our ability to develbp a critical 
mass Of teachers and irvestigators in the emerging disciplines bf 
geriatrics and gerontology. The need for more individuals trained 
in thise fields has been highlighted in studies and reports by the 
Institute of Medicine, the American Association of Medical Colleges 
ana, mbre recently, the New York Academy of Medicine, which devoted 
its llth Sympbsium on Medical Education to "The Ger^.atric Medical 
^^^atlon Imperative." 

In 1983, the Hbuse Committee on Appropriations directed the 
Department of Health and Human Services (DHHS) to submit a plan to 
Improve and expand training in geriatrics and gerontology. In 
response, the Department established ah ad hoc Committee on 
Enhancement of Training in Geriatrics and Gerontology with 
representation from those Federal agencies with training 
responsibilities in the field of aging. February 1984, the 

committee submitted iti report to Congress)^ I will review some of 
the highlights bf this report, as well as those from the recent New 
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York Academy of Medicine Symposiiim, and describe some of the new 
initiatives developed by the National Institute on Aging (NIA) . 

By the year 2020, when the baby boon generation in the United 
States enters the older age ranges, as many as 60 million Americans 
may be over the age of 65. of even greater importance is the 
growth in numbers of the "oldest old" — the population over age 85. 
This is the fastest growing age cohort in America, a cohort whose 
numbers will more than double in the next 15 years. These 
demographic changes are being experienced by all other developed 
nations? furthermore, they will be realized far more dramatically 
by the world's developing nations. This shift in the composition 
of the population will result in increased demands foSi^hbspital , 
long-term care, and community services in all nations, ^n the near 
future, the majority of all users of health and health-related 
services, with the obvious exceptions of obstetric and pediatric 
care, will be individuals over the age of 65. Better trained 
professional and supportive persbhhel will be needed to provide 
these services effectively ana ecbnbmically. Ih addition, the 
training of a new generation ot gerontological and geriatric 
research investigators will help assure the sore rapid develbpment 
of new preventive and therapeutic approaches to age-associated 
diseases and disorders. The anticipated escalation of health care 
cbists related to our increasingly aged population can most 
effectively be reduced by extending the healthy years of life and 
decreasing the years bf disease and disability through medical 
research. 



-2- 




31 



aistinguish between gerontotogy and geriatrics. 
Gerontology encompasses the wide range of stodlss of aging irba 
biologica: investigations at the molecular level to Boclbecononic 
studies Of the impact of retirement on health and social status. 
Geriatrics encompasses clinical studies of the diseases and 
disaBilities of older people and includes aspects of most clinical 
• disciplines, including internal nedtcihe, neurology, psychiatry, 
Nurology, orthopedics, family practice, nursing, and dentistry, 
-because of the wide scope of both gerontology and geriatrics, 
educational and training initiatives in these fields should be 
targeted toward almost all health and human service professionals 
and allied personnel. .The multidiscipiinary nature of both 
gerontology and geriatrics lends itself to interdisciplinary 
training and educational programs. Studenti of medicine, 
dentistry, social wcrk, and nursing can all benefit by being 
exposed to ether disciplines in the management of the older 
patient. 

The DHHS report as well as other studies has concluded that 
these educational activities should be conducted at\u levels 
including basic, graduate, and continuing education. ^Students 
entering all professional fields of health ,and human services 
Should acquire, first, basic knowledge or the aging process and 
factors uhich appear to influence it. The Knowledge base in 
gerontology is expanding rapidly, and a sufficient body of 
information is ready for dissemination. 

How many faculty presently teach gerontology and geriatrics in 
health professional schools? As the DHHS report related, there 
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have been several attempts to estimate theviumber of faculty 



schools (91 percent) have indicated that they have training 
programs in aging or geriatrics, these programs vary enormously, 
ranging from comprehensive campus-wide programs to a single 
part-time faculty member. Data obtained in preparing the DHHS 
report indicate that there are fewer than 300 isedical school 
faculty members or about 2.5 full-tine faculty equivalents per 
school. This clearly is inadequate. A recent survey of the 
members of the American Geriatrics Society and the clinical 
Medicine Sectibh of the Gerbhtblogical Society of America confirmed 
that no more than 250 to 300 faculty members in U.S. medical 
schol^s have a major co^ttment to the field of geriatrics. 



■**It has been suggested that 9 or 10 clinical faculty and the 
same number of basic science faculty are necessary for ah 
integrated cliniL:al care> teaching, and research program in 
geriatrics and gerontology for medical students and house staff. 
At present, the NIA, the National Institute of Mental Health, and 
the Veterans Admihistratibh are training biatween IdO and 140 acaV^ 
individuals a year. Preliminary survey results indicate that 
approximately 70 percent are continuing in full-time academic 
positions in geriatrics and gerontology. However, the Nation needs 
to train more geriatric faculty to meet the needs of the next 15 
years. The academic community > along with the private sector, 
needs to share responsibility with the Federal > States and local 
governments to reach these goals. 



involved in educational programs in aging. 



ile most medical 
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iHbw can we train sufficient faculty for educational and 
training programs in gerontology and geriatrics? The DHHS report 
recommends increased training and education in this crucial area by 
strength^ng existing programs and by creating innovative new 
programs. The NIA has responded with several new approaches. The 
first Of these initiatives is the Geriatric Leadership Academic 
Award. This is a 3-year grant to support a senior faculty member 
at a health science school who will actively assume a leadership 
role in stimulating and guiding the development of programs for 
research and training in geriatrics and gerontology. This 
initiative is specifically targeted at thoii institutions which 
currently do not have extensive programs :i.h aging. 

As another approach to stimulate geriatric training, the NIA 
has ahnouncid the Complementary Training Sward for Research on 
Aging. This award supports additional fellowship positions 
spocifically targeted toward aging as part of already funded Public 
Health Service research training grants in a variety of 
disciplines, other nIA grant mechanisms which support geriatric 
and gerontologic training include the individual and institutional 
National Research Service Award and Physician iScientiit Award (for 
fellowi and beginning faculty) , the Clinical Investigator Award and 
the Academic Award (for new faculty members), the Research Career 
Development Award (for mid-level faculty members with research 
grant support) , the Senior Fellowship Award (for support of senior 
faculty who wish to extend their risiarch into the field of 
geriatrics), and the Behavioral Geriatrics Award (for scientists 
interested in multidiseiplinary training) . 
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In addition to the NIA, other Federal agencies such as the 
National Institute of Mental Health, the Administration on Aging, 
the Health Resources and Services Administration, and the Veterans 



these areas. The DHHS Committee is continuing to work together to 
foster these efforts. The recently enacted Public I<aw 99-158 
reauthorizing the NIH, directs the Secretary of HHS to report to 
Congress bh personnel hoeds for health care of older people; this 
committee is undertaking the preparation of this report. 



It is timely for the private sector to cdhtribute to this 
impojTtant endeavor. Foundations such as the Hartford Foundation , 
the KaiservFamily Foundat ion, and the Brookdale Foundation either 
have funded or plan to fund a limited number of fellowship 
positions. It is also particularly pleasing to see the foresight 
of a corporation like The Travelers Insny«nr!n Cp mpjMvjftn which, in 
collaboration with the National council on Aging, has supported 
research training of medical students under their Geriatric Medical 
Student Fellowship Program. Most recently, this enlightened 
company has fundec a chair in geriatrics at the University of 
Connecticut. We hope that other foundations and corporations will 
participate in supporting educational and training programs in 
gerontology and geriatrics so that sufficient numbers of 
individuals will be trained to provide for the future needs of our 
aging population. 



Administra^ 




support other aspects of education and training in 
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I will be pleased to answer any questions which the coBinlttee 
may have. Thank you. 
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Response £o- questions from Senator Charles Grassley to Dr^ T. 
Franklin willtaas regarding geriatric education and training: 

QuestioDi_Xt_has_beenaIleged_that better training for physicians 
in Jthespecial.Bedical needs of the ..elderly canBakesiedical. . 
seryices for the elderly4^_in_the_aggregate^ more ef fective and- 
ecpnonical , Wpu.ld.ypu _accept_the asse 

save money by investing in geriatr.i.c training_fpr_physicisii8i and, 
if so, can you give me some examples of how this could happen? 

Response: l^ck of knowledge of normal aging and the unique health 
heeds of older people has been shown to lead to inappropriate and 
excessive use of acute and long-tern care services, especially use 
of hospitals and nursing homes. Fbr example,, one of the first 
reported studies of a geriatric evaluation and placement service, 
in 1973 (one in which I was involved), show^^ that half the 
patients on waiting lists for nursing-home- admissidh (in this 
study>_had-not_had sn adequate medical work-up from- a geriatric 
perspective_XthBt_i;s^ they bad potentially remediable problems) , 
.and_that_throu^. such_a service the .majority, of older persons who 
were &lre&dy_on_waiting_li8t8 foradmtesion-to nursing. homes were 
enabled tp gP_lnstead_tp.less_intensive_±cstitutional_levelB of 
care or to continue tp_ live at bpne% _In_»or«_rscent studies, _ _ _ 
geriatric in-patient_ units and consultative tesms_ln_hospitals . as 
well as ambulatory geriatric services have been shown tp_a.chieye _ 
earlier discharge, better functional status, and less overall use 
of hospital days, with frail and complexly ill older patients, 
than was achieved by cbhvehtlonal services. In these specialized 
geriatric services the involvement of professionals properly 
^5???®^ geriatrics has been essential to their success in 
improving- the -quality of the outcomes for patients and families as 
well. as in reducing the use of- the more costly services. iSuch 
studies. support the view that -better geriatric training for all 
physicians_couXd zrvoid some of these delays In hospital discharge 
and..avoid_the_need. for nursing home admissions in the first place; 
as_weil_as_the_view_that_we_benefit.by_ having a smaller group of 
9e_riatric_speciali8t8 who. can contribute to the. quality and. 
cpst-effectlyeness of care for older patients with especially 
complex problems. 

Question : can you tell us brief ly^ _wha_t •s_diff er en t about the 
elderly which requires physicians to have special training in 
geriatrics? 

Response: Special characterisitcs of older people which require 
special training for appropriate care — that is, special training 
in geriatrics — include: 

— 1)- A different spectrum of presenting symptoms or complainto 
from.younger people.- For example, falls are the single most 
common event .orL.complaint leading to hospitalization in older- 
people -r a very rare event in younger people. Thus practitioners 
caring for older patients must learn about causes, risk factors. 
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?S^„^a«?^L^^?^'^f?-*" °' '"i*" l^^" to prevent aha treat then 
In older people, other examplea could be cited. 

^nB^ii^'^-i^^?!-?^^?'' ^'^'^"'=^"9 Sustained Morbidity ana loss of 
fiMctlon^aud independence, rather than simple acute probleas. Ire 
dlffS^B^f challenges In older perions, calling for nL and 

escanple, by fSr the aoat common caases of 
!ir^^«« ^«i? the^age of 85 ire arthritis, dementia, 

?^n?^f!; Pf^iP»iefal vascular disease, and hip fricturesj iS 
5.^^^ !! ^ mortality in middle ud lati^ years, 

such as coronary artery disease and cartcer, produce very little of 
Sbhisirfn ^i^'^illty found in very old peo|le . Contin^id 
emphasis in education and research on the latter conditions is of 

?H^lsae^?S-'^""*''' ''"^ and reiell^ mult also 

include the common causes of chronic disability. 

„ ?lT°i^^wT^*'°P^^ have Multiple complex health and 

friSv InB^Jf^i' "<=her than a single, relatively 8lmpl"p""blem, 

time. ^ ^Geriatric competence reguries the ^illty to 
address these multiple problems simultaneously. »"-^-^«y 

spec^ dl"imBortaSL°oi.^S°!!< chronic disabling problems there is the 

iaPOftanoe Of achieving even small gains in function 
lllanI^4nf!r??''B ^"hSbllitation, rathe? than beiSi 

that one cannot achieve a simple, complete cum as 
3^nnSr^°-f? ^'^^^^^^s accomplish in the treatment of 

^SS^^I^?^^^^---," 5^°*^ ^'""P^'' " patient wiS a stroke 

and partial paralysis can be helped to learn to trinsfir 

Jf??ut!!y^!nS^Sd^ ^Mm^mk even 

5) The special crisii, faced eventually by 20-40% of older 
?™»„e«* ^^el? jamiliei, is the need tl consider sile 

??? f ?^ tor major long term care, at home or In an 
oftin JJ^iSfj^S^fS*^^ of declining physical and/or mental ttinotloh 
often complicated by loss of social supports, such crises call 
M Bkills on the part of thelSysician!gIriafril?anr with 

trained nSriei, slcial workeM. aS 
consultants, to work but care plans that are most 

?!Sn^fs"''" 5°^ ^^'^ P"''^^"* line with his/her Ind the 

family's preferences. This type of situation rarely arises In 
i^^rtan??"^''^'' where'fpecial geriatric training is most 

S^S^^Jk^-'v- P''^°l'=^^"°i°'^®«l* about all five ispicts 

««=ST^T?'*..''°-w- ^" addition, we need a group of geriatric 
apeoialists who can teach the others Xand other plbfeS^ionali) 
^^?ioa??«g''°''^''S specialty consultative help in thi llilii ' "° 
ana^B^ "=,">°°e just referred to and as described in the 

answer to the previous question. tne 
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Questioni_Soma_analyBtB_argus-tbs£ p&yslclans who havea largr 
proportion. of .older people aBong_their clientele stibuld Know a 
9Pod deal_ about non-ioeiilcal.aspects.o f older people ■ s situation . 
In your opinion>_how iaportant are_the patientie. social and 
ctUtural environment and_a_Icnwledge_of_ayaila^^ societal 
resources in the training of geriatric physicians? 

Response; As indicated in the_preceding answeri social problems 
^re very commonly, indeed almost always , present along with, 
medical problems in many of the critical situation8_which arise 
for older patients and their families. All physicians caring for 
Older patients must understand these problems and their i 
interrelations with the medical problems and must be able to work 
sucpessf ally wim nurses and Social workers sJcilled in helping 
address. these problems. The success of the dutcbmes, in terms of 
f iinction^_sattsf action^ loid- costs, will depend lipbh the successful 
addressisg of_these_ interacting. medical ana social problems. 
Physicians specializing in geriatrics. will be able to teach- other- 
physicians and^ in teaavork with social workers, be best able to 
deal wth particularly complex situations. 
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^ ^rauNAGAjpresidmgl TTiMk you very much, Dr. WU- 
liams and Mr Hatch. I do not believe there are any questions at 

tte Sd ^^^"^ ^wri^l to yoS for 

2firak you very much. 
Dr. WELLiAikB, Thank you. 
Mr. Hatch. Thank ybu^ Senator. 

Senatox^l^cNAGA[presidingL Our next panel of writa^ses will 
conslstof Dr. Samuel O. Thier aSd Dr. John Beck. "^^^^ 
^ Dr._ 'Huer ra prraident of the institute of medicine, and i3r Beck. 
g^°^j°^|yj^ticampus division of geriatric medicine, UGLA 

We would be happy to hear from you. Dr. Thier. 

^^I^S* ^^ DR. SAMUEL O. IHiER, PRESIDENT, INSTITUTE 
OF JMEDieiNE, NATIONAL ACADEMY OF SeiEN€ES. AND DR 
iOJ^ BECK. PBQFESSOR OF MEDICINE, AND DIRECTOR, MUt- 

GERIATRIC MEDICINE, UcETIcHoFl 

.r^. THiER.^ Senator Mateunaga, thank you. I too will try and 
8horten_ my tfstimony that the whole testimony that I 

have submitted bu mcluded in the record. 

&nato.r MArauNAGA. It will be so wdered. 

Dr. Thier. Barbara Tuchman defined as folly pursuing a policy 
contraiy to Qhe s own self interest, even when the self hiter^t m 
obvious and a fe^ible alternatiye^course exists. ^^^^^ ^ 

f^L^fSf - u% ^^""^ committed folly in our health poUcy 
toward the ^g, but we certainly are at risk of doing so. There ^ 
not any jssue as ohviously capable of overwhehiiing bur health care 
system as the needs of our aging population. And yet there is not 
other m^or issue m health that has eUcited so feeble a response. 
nnS'teP^ ^ that we have underestimatid the 

fe*. h^^^ ®— ^^^^^^ productive advanced 

>r "^^h^t ^^""^ aba underestimated the number 
Thf ^t^l^^^ have to care for in the next fe^v decades. 

S^nt K^ v^--^ "^'t warninp and advice 

nroSh^ T ^""^^^^ °^ PoP«lation-and that ap- 



ni^Sf S^ are older. Research has em- 

SlE^ %f *^^°^*' (faf&rences of ca^bvascuLar function, neuro- 
musa^r abihti^, and drug metabolism that make them a special 
^in^l^"!, the physician. Their proper care requires th^he 
pg^cian have special traimng, and that is what you are cbnsider- 

The_ Institute bf Medicine reported nearly a decade ago that ii we 
n«!iL^i.^'"°? we would haveto iffl- 

T^SV^"*^-'"? °C providers of care about the issues of aging. 

S^fJ^*'*^?^"^^^'?*^:,^^^ to conduct resee^h intothe 

spectrum of issues mvolved niE^g. 

_ The reprt called for increases in the quality and quantity bf 
trammg in |enatnc medicine because the number of trainees was 
wholly insufficient to meet the projected needs. 
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Two of the impediments to tra^ leaders in geriatric medicine 
were identified as an absence of clearly defined career tracks arid 
lack qf^lirect suppoi^^ 

The Institute recommended four stepa for overcoming these im- 
pediments: onB, increasing the r^e^ch base of ^enat^ two, de- 
veloping academicians to serve as models^to attract more young 
medical p^rofessionals into gm postresi- 
dehcy training for those young professionals, and four, requiring 

accreditation and certification in gen^ 

- The Institute's investigation^ did not mcticate a need for develop- 
ing a new and separ ato speciialtyj^ but rather^, found that proper 
eduMtioh within the primary care specidities, such as internal 
medicine and family practice, would meet the Nation's require- 
inents. 

In the^ecade since that report, and largely b^aiise of the efforts 
of the Nation^ Institute oh Aging and other institutes of the NIH, 
the research base of geriatrics has increased substantially. There is 
now^great jTomise for the future of that research. _ 

The private sedsor's response includes the ]toards__bf internal 
mechcihe _and f^^ practice ahnbuhcing that they will examine 
and certify diplomats for special competence in geriatrics. Thus 
half of the recommendations of the Institute of Medicine for train- 
ing leaders in ^riatric medicine have been lihdertifcen, 

_ _But_the critical matters of developing geriatric academicians, and 
of establishing an adequate number of pdstresidehcy training pro^ 
gram8_ haye_ not be^ 

Because tha issue has^ become more, not less, urgent,^ _tM Insti- 
tute <rf^M€«hcine_ recently convened a meeting of representatives 
from government, academia, foundations, and certifying organiza- 
tions to examine fresh strategies for dealing with the enormous 

shortfall in the number of academic leaders in ^riatrics. 

^veral bbservatiohs of that meeting are germane to Senate bill 
2489. 

Firet, all agr fallen far short of bur needs for 

leaders in academic geriatrics. Second, there was a sense ihat our 
needs were^th short and long term, and that programs such 
as that introduced by the Hartford Foundation, to permit mid- 
career changes of Jacultyj^^ provided one model for a 
short-term solution, but^ involved a very small number of faculty. 

The ipng J^n> Jt employ some variation oh the 

most productive model i^ed in other academic medical fields — that 
is, the development^ of ce^ critical mass to 

which youiig TCrsons are drawn for training^d from which they 
go forward to Demn their own centers of excellence. There is a need 
to provide time for faculty within such centere to establish firmly 
their own academic credentials, and to be protected from service in 
order to teach. 

The private sector has fedfgaiiized itself in tenhs bf certification 
md _bM_ attempted short-r^ solutions stimulated by philan- 
thropic foundations. The problem of our aging populations^ a popu- 
lation Icpyered by Medicare, represents a nationad commitment of 
enormous and-growing magnitude. 

_ &nate_bill_2489, to improve the training of physicians in geriat- 
rics, is consistent with the advice the Institute of Medicine provid- 
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^J^^^ ^^*^ ''®P''«^o*» a proper step, although a 

mod^t one, away from a path to foUy. Oneliop^ that it repreinte 

Thank ^ou. 

Senator Matsunaga. Thank you very much. Dr. Thier. 
llhe prepared statement of Dr. Thier and rMDonaea t^n 
submitted by Senator Grassley foUow-f "^^^"^ ^ questions 
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SENATOR GRASSLEY. j AM DR. SAMOEt O. 
TRIER. PRESIDENT OF THE iNSf ITUTE OF 
MEDICINE OF THE NATIONAL ACADEMY OF 
SCIENCES. I AM PLEASED TO HAVE THIS 
OPPORTUNITY TO TESTIFY ABOUT SENATE BiLt 
2489 TO IMPROVE THE TRAjNlNG OF PHYSICIANS 
IN GERIATRICS. 

BARBARA TUCHMAN DEFINED FOttY AS 
PURSUING A POtlCY CONTRARY TO ONE'S OWN SEtF 
INTEREST EVEN WHEN THE SELF INTEREST IS 
OBVldUS AND A FEASIBLE ALTERNATIVE COURSE 
EXISTS. I AM NOT SURE THAT WE HAVE 
COMMITTED FOLLY IN OUR HEALTH POLICY TOWARD 
THE AGING BUT WE CERTAINLY ARE AT RISK OF 
DOING SO. THERE IS NO ISSUE SO OBVIOUSLY 
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CAPABLE OF OVERWHELMjNG OUR HEALTH CARE 
SYSTEM AS THE NEEDS 0F OUR ASjlMG 
PbPUtATjdN. AND YET THERE IS NO OTHER 
MAJOR ISSUE jN HEALTH THAT HAS ELICITED SO 
FEEBLE A RESPONSE. 

THE GOOD NEWS ABOUT AGING IS THAT WE 
HAVE UNDERESTiMAT ED THE NUMBER OF PEOPLE WHO 
WILL LIVE TO HEALTHY PRODUCf IVE ADVANCED 
AGE. THE BAD NEWS IS THAT WE ALSO HAVE 
UNbERESTIMATEb THE NUMBER OF FRAIL ELDERLY 
WE WILL HAVE TO CARE FOR IN THE NEXT FEW 
DECADES. THE WORST NEWS IS THAT WE HAVE NOT 
HEEDED WARNINGS AND ADVICE ABOUT HOW TO 
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PREPARE FOR THE AGING OF OUR 
POP0tAtldN...ANb THAT APPROACHES FOLbY. 

THE HEAbTH OF THE EtDERLY POSES A 
PARtlCULAR CHALLENGE TO MEDICAL SCIENCE. 
THEY ARE NOT SIMF>LY PATIENTS WHO ARE OLDER. 
RESEARCH HAS EMPHASiZED PHYSIOLOGICAL 
DIFFERENCES OF CARDIOVASCULAR FUNCTION, 
NEUROMUSCULAR ABILITIES, AND DRUG METABOLISM 
THAT MAKE THE ELDERLY A SPECIAL POPULATION 
FOR THE PHYSICIAN. THEIR PROPER CARE, 
HdWEVfER, REQUIRES THAT THE PHYSlCIAN HAVE 
SPECIAL TRAINING. AND THAT IS WHAT YOU ARE 
CONSIDERING HERE. 

THE INSTITUTE OF MEDICINE REPORTEb 
NEARLY A DECADE AGO THAT IF WE WERE TO 
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PROVIDE PROPER CARE FOR OUR ELDERLY AND 
MAI.jtAIN THEIR MAXIMUM USEFUL FON€TldN. WE 

would have to improve the education of 
providers of care about the issues of 
aging. the institute emphasized the need to 
conduct research into the biology of aging, 
into the diseases of the aged. and into the 
organization and delivery of care to the 
eldep'.y if we hoped to promote health and 
prevent disease among our aging people. the 
institute report called for increases in the 
quality and quantity of training in 
geriatric medicine because the number of 
Trainees was wholly insufficient to meet the 
projected needs. two of the main 
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IMPEDIMENTS TO TRAINING LEADERS IN GERIATRIC 
MEDICINE WERE IDENTIFIED AS AN ABSENCE OF 
CtEARLY DEFINED CAREER TRACKS AND A LACK OF 
DIRECT SUPPORT FOR TRAINING FACULTY. THE 
INSTITUTE OF MEDIClNi RECOMMENDATIONS FOR 
dVERCOMSNG THESE IMPEDIMENTS iNCLUDED 1) 
INCREASING THE RESEARCH BASE OF GERIATRICS, 
2) DEVELOPING ACADEMICIANS TO SERVE AS 
MODELS TO ATTRACT MORE YOUNG MEDICAL 
PROFESSIONALS INTO GERIATRICS, 3) 
ESTABLISHING POST-RESIDENCY TRAINING 
PROGRAMS FOR THOSE YOUNG PFIOFESSIONALS, AND 
4) REQUIRING ACCREDITATION AND CERTIFICATION 
IN GERIATRICS. THE INSTITUTE'S 
INVESTIGATION DID NOT INDICATE A NEED FOR 
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developing a new and separate specialty of 
(3eriatrics but rather found that proper 
edueatlon within the primary care 
specialties, such as internal medicine and 
family practice, would meet the nation's 
requirements. 

in the decade since that report, and 
largely because of the efforts of the 
national inst if ute on aging and other 
institutes of the national institutes of 
health, the research base of geriatrics has 
Increased substantially, new knowledge now 

BEGINS to show GREAT PROMISE FOR FUTURE 
DEVEtOPMENT ACROSS THE ENTIRE SPECTRUM OF 
RESEARCH OPPORTUNITIES, FROM THE BASIC 
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BIOLOGY OF AGIN6 TO THE STUDY OF ALZHEIMER'S 
DISEASE AND FURTHER TO RISOROUS EVALUATION 
OF HEALTH CARE SERVICES FOR THE ELDERLY. 
THE PRIVATE SECTOR'S RESPONSE INCLUDES THE 
BOARDS OF INTERNAL MEDlCjlSIE AND FAMILY 
PRACTICE ANNOUNCING THAT THEY WjLL EXAMINE 
AND CERTIFY DIPLOMATeS FOR SPECIAL 
COMPETENCE IN GERlATRjCS. THUS HALF OF THE 
STEPS RECOMMENDED BY THE INSTITUTE OF 
MEDICINE FOR TRAINING LEADERS IN GERIATRIC 
MEDICINE HAVE BEEN UNDERTAKEN. BUT THE 
CRITICAL MATTERS OF DEVELOPING GERIATRIC 
ACAbEMIClANS AND OF ESTABLISHING AN ADEQUATE 
NUMBER OF POST- RESIDENCY TRAINING PRb(3RAMS 
HAVE NOT BEEN RESOLVED. 
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BECAUSE THE ISSUE HAS BECOME MORE, NOT 
LESS. URGENT. THE INSTITUTE OF MEDICINE 
RECENTLY CONVENED A MEETING OF 
REPRESENTATIVES FROM GOVERNMENT, ACADEME. 
FOUNDATIONS. AND CERTIFYING ORGANIZATIONS TO 
EXAMINE FRESH STRATEGIES FOR DEALING WITH 
THE ENORMOUS SHORTFALL IN THE NUMBER OF 
ACADEMIC LEADERS FOR GERIATRICS. THE 
PROCEEDINGS OF THAT MEETING ARE PRESENTLY 
BEING COMPILED AND WILL SERVE AS A BASIS FOR 
ONGOING EFFORTS AT THE INSTITUTE TO ENHANCE 
TRAINING IN CARE OF THE ELDERtY. 

ALTHOUGH THE PROCEEDINGS OF THAT 
CONFERENCE MUST UNDERGO REVIEW BY THE 
NATIONAL RESEARCH COUNCIL BEFORE FINAL 
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RECdMMENDATrONS CAN BE MABE, j CAN COMMENT 
ON SEVERAi. OBSERVATIONS AT THAT MEETING 
GERMANE TO THE BItt YOU ARE CONSIDERING 
TODAY. FIRST. ALL AGREED THAT WE HAD FALLEN 
FAR SHORT OF OUR NEEDS FOR LEADERS IN 
ACADEMIC GERIATRICS. SECOND. THERE WAS A 
SENSE THAT OUR NEEDS WERE BOTH SHORt-TERM 
AND LONG-TERM. AND THAT PROGRAMS SUCH AS 
THAT INTRObUCEb BY THE HARTFORD FOUNDATION. 
TO PERMIT MID-CAREER CHANGES OF FACULTY INTO 
GERIATRICS. PROVIDED ONE MODEL FOR SOLUTION 
Of a SHORT-f ERM PROBLEM. FOR THE LONG RUISI 
IT APPEARS THAT WE COULD EMPLOY SOME 
VARIATION ON THE MOST PRODUCTIVE MODEL USED 
IN OTHER ACADEMIC MEDICAL FIELDS: THAT IS 
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THE DEVELOPMENT OF CENTERS WITH A GRITieAt 
MASS OF EXCEttENCE TO WHICH YOUNG PERSONS 
ARE DRAWN FOR TRAINING AND FROM WHICH THEY 
GO FORWARD TO BEGIN THEIR OWN CENTERS OF 
EXCEttENCE. THERE IS A NEED FOR PROVIDING 
TIME FOR FACUtTY WITHIN SUCH CENTERS TO 
ESTABLISH FIRMLY THEIR OWN ACADEMIC 
CREDENTIALS AND TO BE PROTECTED FROM SERVICE 
COMMITMENTS IN ORDER TO TEACH. 

IT IS MY SENSE THAT THE PRIVATE SECTOR 
HAS REORGANIZED ITSELF IN TERMS OF 
CERTlFICATldN. AND HAS AT f EMPf ED SHORT-RANGE 
SOLUTIONS STIMULATED BY PHILANTHROPIC 
FOUNDATIONS. THE PROBLEM OF OUR AGING 
POPULATION, A POPULATION COVERED BY MEDICARE 
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REPRESENTS A NATIONAL COMMITMENT OF ENORMOUS 
AND GROWING MAGNiTUDE. THE BILL BEFORE YOU 
TODAY TO llV^r ROVE THE TRAINING OF PHYSICIANS 
IN GERIATRICS IS CONSISTENT WITH THE ADVlCE 
THE INSTITUTE OF MEDjCINE PROVIDED NEARLY A 
DECADE AGO. IT REPRESENTS A PROPER STEP 
ALTHOUGH A MODEST ONE, AWAY FROM A PATH TO 
FOLtY. ONE HOPES THAT IT REPRESENTS A STEP 
TOWARD AN OVERALL PLAN OF DEALING WITH THE 
HEALTH OF OUR AGING POPULATION. 



THANK YOU. 
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I N 5 T I T U T E O F M E D I C I N E 

NATIONAL ACADEMY OF SCIENCES 



2IOI CONSTITUTION AVCNUC WASHINGTON, O. C. 20418 



samucl O. THICR 



July U, 1986 



The_HoBorable 

Charles E. Grassley 

United States. Senator 

Co^ittee on LaBOr and Human 

-- Resources 

Washingtbh, D.C 2D510 

Dear Senator Grassley: 



Under separate cpver_i am responding to_ the quest ion you have 

d_irected_to. me on. geriatric. education and forwarding theae to the _ 
Subcommittee on Aging. Enclosed ia & copy, for your information* I- 
appreeiate the opportunity to connent further and. provide additional 
information for-the record of_the hearing On "Geriatric and 
Gerontological Education and Trainihg**. 

With best vi&hea. 



Sincerely, 




SamueX 0. Tbier, M.D. 
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Answers from Dr» Samuels 0^ Thicr £o Questions from 
Senator Ctiarl£s E. iSrassley Regarding 
Geriatric Education and Training 



Q. It has been suggested that older people are different from a 

medical point of view. Perhaps we should establish that there ii a 

^°o*?®48e about these differences that can be taught. Is 
there any dispute about that. 

A- fhe^urrent consensus is that there is a distinct body of knowledge 
dealipg with syndromes occurring in the older patient that are not 
seen in other groaps. In my testimony 1 mentioned representative 
areas iawhich altered fuhctidh and response to treatment makes 
older uidividuats a group requiring special attention.. Medical 
persbnnely from the medical student on up, are not being required 
to learn this information (it is often an_ elective subject) despite 
the increasing percentage of older patients that they tr it. 

^®?earchtp further understand and_jub8eque^ to treat these 
syndrgmesis. also sorely needed. This research would obviously add 
to the body of geriatric knowledge which needs to be taught. 

^' argued chat it would be unwise to create a geriatric 

specialty in medicine. 1 am certainly in no position to queation 
your judgment on that question. But I am curious, is there any 
universal agreement? 

^* «i»P«t_pertainly not universal agrel^ent on whether a 

separate geriatric specialty should be created in medicine. 
fow^Y^r, both family practice physician groups and internal 
medicine professional groups (who together provide the bulkof care 
to 0^^^®^ persons) have agreed that geriatrics is too inportant to 
bfi a separate^pecialty, but should be an added competence for 
physicians. The American Bbard of MedicalSpecialtiesi which is 
charged with approving new specialties, has agreed to this concept. 

„^he 1978 Institute of Medicine report, i'Sgiag and Medical 
Educationj," the_ committee chaired by Paul B. Beeson, M.D., clearly 
recommended that a formal practice Specialty in geriatrics not be 
establishedi but that gerontology and geriatrics be recognized as 
academic disciplines Within the relevant medical specialties." 



Q. Ha'cfe, in his statranent, noted several indicators of increasing 

interest in geriatric education. _Dpes_this activity indicate that 

^^raining systCT will resppnd to the changing needs of 
o**^ ««*«''"«'y^y_ providing sufficient faculty to train bUr primary 
9»re phvFicians and that we will have, in due course, the number of 
■<^equately trained, teaching geriatric iaos that we heed? If not, 
why noti and what further steps need to be taken? 

A. In order to provide sufficient faculty to train our primary care 
physicians, the system must be primed with sufficient funds and 
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oscablishea "centers of excellence" to ^otb_ train, theneeded 
faculty geriatricians and then give them, quality opportunities to 
^^^^ ^®^^oy^ i°^'*??„field. . Difficulties in knowing the present 
number of geriatricians rest 8_on_ ambiguity in defining a. 
Seriatrician withrespect to type of practice, individuals vs. 
full-time equivalents, etc. Estimates, however, range from 250-300 
full-time physician faculty to 16 18 full-time equivalent 
geriatricians including clinicians, teachers, and researchers. 
Estimates indicate that by the year 1990, 8,000-10,000 clinicians 
and 900-1,500 faculty will be needed to provide quality care to 
older Americans^ Currently, there are fcwer_ than. 100 geriatricians 

P^o^"*^®^ ®®*^^ y?«^v Hence, the current medical training 
system is not sufficiently responding to these needs. 

^®_AfZ? iPM.repgrt. stated two main inpedxments in the medical 
traj.nj.ng system to producing faculty leaders in geriatric 
medicine. They were it) an absence of a clearly defined faculty 
career track tn geriatrics and (2) lack of direct support for 
training this faculty. The report suggested: (l) increasing.the 
research base^of geriatrics; (2) developing acadOTiciansto serve 
as^models; (3) establishing post residency training programs; and 
(4) requiring accreditation and certification. 

9^ t^e research base of geriatrics has increased 

substantially^ and. standards for accreditation and certification 
have been. adopted by relevant medical specialty boards. Developing 
faculty in geriatrics and establishing fellowship training programs 
still remain urgent needs. 

A recent meeting at the lOM to address these problems proposed the 
following : 

• ^?^b^ short term, funded programs are needed to. train medical 
career faculty in.geriatric medicine who- could then serve as a 
training source. for other faculty and fellows. These faculty 
nee^_protected time to return. to their home institutions and 
begin viable programs, as-well as research support to carry pn 
research in geriatrics. This would give an immediate increase 
in the number of available trainers. 

• term, funded programs are needed to develop 
"?®°*^??s_pf fi^ceiience" with a critical, mass for training 
fellows vho could then train our primary care geriatricians. 

These steps should, raise both the. quality and quantity of leaders 

and practitioners in the field of geriatric medicine. 
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Sen^r l^rauNAGA, m hear from Dr. Beck. 

mS« V>,^^u^.' ' to shorten my re- 

m^^f^d submitted testimony is includid in 

&nator MAisimAGA^ It will be so ordered. 

forvn? ^ "^""^^^^ very briefly 

which have been madi 
mtjiis Nation, largely m Los Angeles, and to then review for you 

^If^ U^^nn^«f'f ^ colleagues Sd 

°" ^ national response to date, 

turther elaboratmg on Di\ Thier's remarks. 

an? f^rrSniS?^ *° teblei, page 19 you will i^^^ in tables 1, 2, 
U(il iS iW^K°^ "^---i Tf^ « ero^^P at Rand ^d 

forl^Hfi «^iuch sMcge^ tihat th^^ that time a need 

Z^l'^^^^^ '^^'^^'^ '^S^'J^^^'' medicine, 450 in gei-opsy- 
chiati^ ^use we perceived fliat the private sector required ^B- 

aSf kSs?,^^" not be academicilij 

Mid because we perceived _thfflt very complex problems in the elder- 
ly would require fully-trained geriatricians for theiV man^ement 
^lAW' ^^^ ^ a total need fo?somewhere 
^^een 7,060 and l(5,300-(FrEF-persons trained in geriaSfc mS 



T«!^-<^ ' note a r^Bonse that we made to the National 

nSi^"*^^^^^? ^^^"^ request on geriatric research manpow^ 
needs, whidj ^gain was made in 1981. And finally, in table Tyou 
will jiotelhe eununum faculty number targets, wkich were made 
conmittee wWc^Dr. JVsmk WiUiams^refe^^ to aSd S 
l^^v'^y^®^^ 2000, that our medical schools would require 
cWatry persons trained in geriatric medicine and geropsy- 

fS™'.!^'?^® have we come in terms of these various predictions? 
rji ?w ^^^^^f«« t^^t *""^t ™ te™s of undergTaauate mS 
fwn tSfJI,-,!^ termB^of residep^ training, then in terms of fellow- 
smp trammg m gemtnc medicme and geropsychiatrv and finallv 
m^terms of continuing medical education. ^y*'"^''^' ^"^^^y 

^¥A^°t^'^MZ^^I ^.P^^^^ ^' S at the changes in under- 

graduate medicrf education, and I would remind you that in 1976 

f H«yfiT F'^^ tW"^ «"ivey «f 1983-84.^herf 4eTe oh& 
a hatful of programs that offered undergraduate iedical educa- 

S°PnVTn"tK^^^°^. ^ sub9S?S^prSve- 

studenl S hJi;rfvf ^°-T"^^,°%^P^^,^ °i5dical 
stuaente at l»th the precluucal and clinical year«. However if bnp 
^eys medical students as we were able to^do «id S f he AAMG 
^ able to do. we found in 1984-85 that only 2.3 percitit^lll 
graduating medical students had had a mean&gful ^Srience Si 
genatnc metUcine. TOe AAMC survey revealed St plS S thI 
year Breviou8^--rigure8 that are remarkably close t<|ether 
von f^^r"^!^ *^^'^^ti^yo|''«^e. in 1979-80-and I would refer 
S^nSfnr^?^-/'^''^ !^ ^ the Country that were offer- 
wf ^'"t.f °™ °^ ^^'^^"^y ^^^»"& medicine or family practice. 
^n^J^°V^'^^ If °" psychiatry. In 1983-84, oh the b^^ of d^ 
& a,coUeagueAt5t|te University of New York, BuffS 

Dr Calkms, that number had increased to 40, in which approxi- 
mately 43 percent of the trainee in internal medicine and faSuy 

81 
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practice w0reji in geriatric medicine. 

This IS in sharp contrast to the 442 residenqy programs in internal 
medicine and the _3_&^ programs in family practice, and I 

tmnk agmn emphasizes what Dr. Thief has said, that we have 
falleniar sh<S^^ 

Turnrag next to fellowship training-^ahd I would refer you to 
teWe _7— th^ are really bur future faculty and fiiture leaders of 
activities in the private sector. Prior to 1970j there were two fellow- 
smp prpgrams in this nation. And if you look at table 7, you can 
see that there has been a £r^essiye increase so that in 1985-86, 
there were 48 programs with 166 fellowship positions open for 
traimng at an advanced level. _ _ 

I also wish to emphasize that in 1984-85, that Js,_Juhe 30^1985^ 
there were only 51 graduates of fellowship programs in medicine 
and family practjce and 34 in gero^ychiatry. Agpt<mmately half 
of these indi^dualswe^^^^ academe and half to the private sector. 
And^as one of the previous wituefises has^mMtipn«ii _we have iden- 
tmedjust under 400 fiiUy trained geriatric pl^nsicians and geropsy- 
chiatrists in this country to date and are at present surveying 
tnem in terms of what they are acttiaUy doing. 

Findly addressing continuing mSUcal, education— in table 8— 
you see that there is ohcse more a change. There is almiwt a dbu- 
blmg m the^course dfferim[gB._But I want to point out to you that in 
our 1984-85 study of continuing medical education, which was 
sponsored by the VA central office, we ©stimated— and this was a 
very generous esthnate— that no more than 8,000 but of 450,000 
practicmg physiciaM m this Nation had had a Mi day's continuing 
medical education in geriatric medicine or ger^^chiatiy. 

J will hot me^^^ or practice,, since thiahas been allud- 

ed to, but would like to turn to the need for revisioh of our man- 
Mwer or person heeds from our perspective. Th^ are targets 

for the year 2000. ^ 

__pur initial projections ^sMch were made in 1980— which we ex- 
ammed-^m^teble 1, need to totally reposed because the popula- 
tion prelections for this country have increased since these initial 
™- ^15, fi^^^*^^^^ prelections for persons over the 

age of 85 have increased very substantially. 

Third, there is an unexpected, and msdor demand for formally 
trained geriatricians and geropsychiatrists ih_IBMra's,_cbmmuhity 
hospitals and cHhics, arid as leaders of the long-term care institu- 
tional system. 

And finally^ bur own personal conviction at UCfcA, based on ex- 
perience, that there will be a need for s|Hicially-traihed geriatric 
constants who will bear the r^ponsibiiities for the ongoing care 
of very complex and frail elderly persons, hoping to maintain them 
in the (xim 

Lbelieve the GMENAC maripbwer personnel projections requires 
reyisibh for similar reasons. 

I*^^™^ <5f these assumptibhi, we believe that we must target in 
thus Natioh for somewhere near 2d,d0d full-time^uivalerits ^ the 
year^2000, a^vety substantial revisibn upward. We believe that this 
coUld be achieved by educating and training 7,000 geriatricians 
which would be both for aq^deme— the 2,600 referred to in the Be- 
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SS<to! °iedicme but would not be consiaered to be 

If each_of tliis latter group devoted 50 percent of their time thpn 
one would actuaUx have to expose 26.000 fanmspliSSfaS^ana^^ 
a S^dS^fo*^"^^ ^'"^a^^ ov^r thTne^oS aSd 

® ^ meeting the chaUenges ^ch I have 
of a nucleus of fecX that^ 

fSfe^^l^^T— "^i*^^ ^3 effort S to 1^ 

tive^effect on chmcal practi-ie for this Nation. We do not geneiSv 
at the moment have such a nucleus, nor ^ one automSiSlv 
enKi:gesimRly because of the demographic shifts^ thsSo?K 
^^^^J^^mmntm if we me to iM^aSbtir fecultv 
strength from the roughly 2% per medical ^Sl^f iia to the 
^whe« between 10 ^d 20'l^ch ^ SSoned Dr m 
hMis, that a mpjor new effort has to be embarked on 
d^rife?^«n= ^«^«l°P°^fnt of geriatrics in the way that 1 have 
aracnbed means a cpnatrmtment or redirection of monetarv 
SSfco^J"^ ^^^^ ^ff^*^ needed. TnieftSg^ tS 

uncertainty continues to Se long- 
w/w "P'Sf "* in academic geriatric Sediciner ^ 
mi^pSf o^PS^f^r?''^ m place. There is a beginning m^'or com- 
mShf w|^°Si«v* ^ Such^creS so^hat we 

^ the^^ofS ""P^"* °" °f Nation's elderly 

beca^^StS ^ field of geriatrics 

• of mterest and the readiness to particiBate 

^S^nii^^^^ ''^^^ ''"Smunities. There is a nJd^d^^ 
feSS?aapm«S ^ °.«t«>nal impact thlrouih geriatric^afflng^ 
i SS^h.^^^^^^^^'^'^^ ^^SeTiatTic Ixpertise into gene? 
^ l^^^^g and to promote rraearch^ s^uer 

SD^i T^r«^^S°^'' !? ' I '^O'^W like to quote Shake- 

fi^ of vdiich. token at th? 

^ankj^gu for the opi>ortunity of testifidng. 
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Mr. Chairman (Charles E. Grassley) and Members of the Committee^ 
I am a Professor of Medicine at the University of California, Lor 
fingeles; the Director of UCLA's Multicampus Division of Geriatric 
Medicine and the Director of the UCLA Academic Geriatric Resource 
Center. Thank you for the opportunity to speak to you about the 
need for physician health professionals to aid in dealing with 
improving the quality of health care of elderly Americans, 

I. INTRODUCTION 

In this country; we face the challenge of an increasing number cjf 
elderly persons, which is also the success story of the 2bth 
century. The demographic facts are widely known — we are living 
longer, we are growing older as a nation and we are witnessing 
the beginning of a tremendous outlay of national resources for 
the acute and long term care of the elderly. 

In 1978 the Institute of Medicine described a specific body of 
knowledge regarding aging, emphasizing the skills and attitudes 
that are relevant to the education of physicians and the practice 
of medicine in a landmark report. There is Increasing agreement 
that older persons are special from a health care standpoint in 
the following ways: 
o Shorter life expectancy; 

o Dir.vnished reserve, less resilience, easily disrupted 
hcrreostasifi; 
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• Stresses abound, depression common; 

• Multiple chronic diseasies; 

• Many causes for malnutrttibnj 

• Many causes for functtbhal dtsabllity; 

« Many sources of pain and discomfort j and 

• Special pharmacological considerations. 

These factors combine to produce extraordinary complexity in the 
raeaical care and treatment of many elderly persons. As the 
number of older persons continues to grow, so, too, will the 
number of physicians needed who have special expert- Ise in the 
multiple, interactive problems of aging. 

II. MANPOWER (PERSONNEL NEEDS AND '^ROJECTir?;.- 
In 1980 a Rand/UCLA group made estimates - 

academic and practicing geriatricians in full £» uivdlents 
(PTEs) which would be neeided in this natic • Thece eica are 
displayed in Tables 1, 2 and in Figure 1 (pages 19 to 21). in 
summary, it was noted that the USA would require between 7,000 
and 10,300 geriatricians by the year 1990 with the best inter- 
mediate figu-3 being about 8,000. These estimates were based on 
the assumption that geriatricians would provide improved care to 
persons over the age of 75 in both an academic consultant and 
primary care role with the delegation of a moderate amount of 
responsibility to nurse practitioners, physicians assistants and 
social workers. These estimate? were also a fanction^of the then- 
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predicted number of elderly persons^ their average rate of utili- 
zation of health care providers anc3 on the productivity of health 
Care providers. 

These physician manpower heeds in geriatrics were updated at 
the request of the National Institute bh Aging in 1981 with a 
particular emphasis on Geriatric Research Manpower Needs. These 
data are summarized in Table 3 (page 22). 

The most recent faculty, member estimates were *T>i6& in a Report 
bh Education and Training in Geriatrics and Gerontology by the 
Department of Health and Human Services in 1984, The pertinent 
information is summarized in Table 4 (page 23). 

III. THE PRESENT NATIONAL RESPONiSE 

The "geriatric imperative" as it has been called by somers and 
others presents a three-fold challenge: 

• to educate, 

• to perform research? and 
b to improve practice 

using data collected largely at UCLA, let me review where we are 
as a hatibh in meeting some of these challenges. Following thii, 
I will update our projectibris bf the number of geriatric faculty 
and practitioners needed and, finally, I wish to emphasize the 
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critical role to be played by geriatric faculty and fellows if we 
are to improve the quality of life and care of our aging popula- 
tion. 

Dnderqradaafce Medical Educatibh 



In 1976> two medical schools had required undergraduate courses 
in gerontology or geriatrics, and only 15 had separate educiition- 
ai programs of any kind. Four years later, 76 schools reported 
133 programs (lecture course> clerkship) at the undergraduate 
level, of which 64 were in the clinical years. In 1983-84, 169 
clinical programs were reported, doubling the 1579-80 figure. 
Additibhally , 103 of 125 medical schools reported some type of 
geriatric program tn the clinical years. Table 5 (page 24) 
summarizes the growth in undergraduate programs, The growth in 
programs has been accompanied by the development of educational 
materials > including course outlines, teaching modules and 
textbooks. 

While the gains at all levels of medical education are impres- 
sive, the absolute amount of instruction received by medical 
students is generally acknowledged to be inadequate. Virtually 
all studies of the status of formal ge-iatric education inclu*^e 
the caution that there are few required or selective courses and 
that the nuinber of students enrolling in elective offerings 
is very small accounting for approximately 2.3% of all thii;d and 
fourth year students in 1984. This figure corresponds closely 
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with the results of the 1983 Association of American Medical 
Colleges (AAMC) Graduation Questionnaire, which reported 3.2% of 
students taking a clinical elective experience in geriatrics in 
either the preclinical or clinical years. 

Residency Training 

Similar increases have taken place at the residency level. 
Calkins at S.U.N.Y. -Buffalo, for example,, reports a doubling of 
mandatory house staff rotations offered by established academic 
units in geriatric medicine in the 1983-84 academic year from the 
level observed in 1979-80. In 1979-80, there were approximately 
28 such units in the country j of which 21% offered mandatory (to 
half or more of the residents) geriatric rotations. lu 1983-84, 
the number of such units had grown to 40 and the percent with 
mandatory rotations had increased to 43%. This is in contrast to 
the 442 residency programs in Internal Medicine and the 380 
programs in family practice. While it is true that some programs 
provi.le geriatric training in the absence of ah established 
geriatric unit> the number which do so is minimal and the quality 
of rotations suspect. Current residency training data are 
presented in Table 6 (page 25). 
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Fellowship Training 

Geriatric medicine fellowship training has more than doubled in 
the last five years as shown in Table 7 (page 26). In 1984-85, 
there were 45 geriatric medicine fellowship programs recruiting 
fellows; up from 24 programs in 1980*81. and up from just two 
prior to 1970. 

In these 45 programs seeking fellows in the 1984-85 academic 
year, there were a total of 136 positions available, of which 126 
were filled. Of the 126 participating fellows, 76 were in their 
first year^ 46 in their second year, and four had elected to do a 
third fellowship year devoted to research. Fifty-one fei:.ows 
completed their training in June^ 1985. 

The data for the 1985*86 academic year show <in expansion to 48 
programs and a total number of 176 fellowship positions. For 
1986-87 and beyond, we estimate that up to sixty programs may be 
in place. 

Funding is coming from university medical centers (27 of 45 
programs), the Veterans Administration (19 of 45 programs), and 
the private sector (10 of 45 programs). Two programs received 
state funding. 
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At the fellowship levels the 51 physicians completing a geriatric 
program in June of 1985 are in decided contrast to the 173 tn 
pultnohary, 193 in gastroenterology and 249 in cardiology. By oar 
estimate, in fact, no more than 400 physicians have ever had 
fellowship traihthg th geriatric medicine or geropsychiatry. We 
believe that fewer than half of this number has gone into faculty 
positions^ the remainder being engaged in hbn-academic activi- 
nies, primarily practice-oriented. This leaves us with a 
significant shortfall in the number of highly trained geriatri- 
cians needed to fill faculty positions and to provide clinical 
care. 



Contini • ig Medical Education 

Geriatrics-related continuing it>/-iical education has seen rapid 
growth in the last few yeatd as seen in tiible 8 (page 27). 
Beginning in Ja/^^uary or i975, 3C r.cograffls devotea solely to 
geriatrics were held over a period of 30 months. In 1984-85, 85 
such programs were h^i*? over a 24-month period, s recehtly- 
cbmpieted uCr.A study of the 85 programs held in 1984 and 1985 
demonstrates that While a tew highly-rated subject areas such as 
pharmacology, ethical/legal issues, preventive medicine^ demen- 
tia, osteoporosis, depressibhr hypertension, incontinence and 
decreased mental function are covered in at least one out of five 
courses, many subjects — rated as highly by .experts — are cov- 
ered infrequently or not at all, for example congestive heart 
failure, anemia, iatrogenic problems, coping with death and dying, 
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electrolyte and fluid disorders^ diverticulitis, hypotension and 
hypbchdhdriasis (as the sbmaticization of depression). Topics 
along the lines of functional assessment# clinical approach to 
the elderly patient, iatrbgenesis and long term care (continuum 
of care) are generally absent, these are so fundamental to care 
of the elder ly> that they should be a feature of virtually every 
course. Unfortunately^ it has been the experience of many 
geriatric faculty that these are topics most physicians feel are 
either not important or that they can already handle. The 
evidence/ however, is on the side of less than an adequate 
quality of care for older people / and this is certainly a part of 
It. 

In Supporting the need for more continuing medical education, 
Hessler has pointed out that while the number of elderly people 
is growing, the vast majority of practitioners , especially those 
whose formal training ended before 1975, have never been exposed 
to organized geriatric edacatlcn in medical school, reisidehcy or 
fel.'Lcwship training. In our study of geriatrics-related CME, we 
projected that for 1984 and 1985 combined > no more than 8,000 — 
and very probably fewer — physicians attended at least one day 
of CME devoted solely to geriatrics. Thi«- is out of a total 
population of over 450,000 practicing physicians. 

In summary^ recent studies have shown that for all types of 
undergraduate and graduate medical education arid training 
(including continuing medical education), geriatric content Is 
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almost totally lacking and/or in need of redirection, in terms 
of the present legislative initiatives formal geriatric instruc- 
tion at the residency level is even less frequent than it is at 
the andergraauate level. Fellowship training, while experiencing 
a doubling between 1980 and 1984, still produced only 51 gradu- 
ates for the entire nation in June of 1985. The number of 
academic geriatricians emerging from fellowship programs con- 
tinues to fall far short of the projected need and will continue 
to do so unless a substantial redirection of resources takes 
place. In a similar vein, continuing medical education activi- 
ties directed towards geriatrics has doubled in recent years bat 
our observation suggests that critically important subjects are 
presented infrequently or not at all. 



The scope of research by geriatricians should ! ^ as Broad as 
possible. In a burgeoning field such as geriatrics, there is a 
need for research of three types: 1) basic (or biomedical) 
research; 2) clinical research; and 3) health services research. 
The Institute of Medicine has identified a number of areas in 
which major breakthroughs ih basic research are indeed possible. 
These would include the areas of immunology, mechanisms of 
aging, basic studies in physiology, neurology and neuropath- 
ology, endocrinology, and the like. More extensive discussion 
can be found in comprehensive reviews of research opportunities 
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published by the NIA. 

The repertoire of potential clinical work to be done in geriatric 
research is almost boundless. There is a need for careful 
clinical trials of a variety of therapies, including drug 
therapies and the use of new kinds of milieu interventions, such 
as for incontinence. In the area of health services research, 
better work is needed to develop new techniques for appropriately 
assessing the variety of geriatric problems and the develbpraent 
of new taxonomies. We need to look at new configurations of 
care, exploring such models of care as the geriatric assessment 
unit. Geriatricians are sorely needed to develop more effective 
methbdis of giving care within the nursing home, to experiment 
with hew record-keeping systems and more effective use of 
teaj'iWbrJc. Better linkages between the nursing home and other 
parts of the long-term care spectrum and between the long term 
care spectrum and the acute medical care system should also be 
explored. 

Again, as with educational programs, oar current response is very 
limited, and the lessons of other newly arrived fields in 
academic medicine (e.g., family practice) should be appreciated. 
Simply put, the tasks of developing clinical and teaching 
programs extract a great price from the first generation of 
academic leaders. Unless active efforts are undertaken to 
prevent it, research and other scholarly activity is relegated to 
a lower priority in the press to mount new prbgramis. In the case 
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of geriatrics, which cannot draw upon the wisdom of extant 
pracr itionerb, we are working under severe handicaps. Not only 
are we concerned with the nurturing of academic geriatricians, we 
are also sensitive to the great heed for new and better informa- 
tion about the clinical problems faced by the growing number of 
elderly in this coantry. An acaaemic geriatrician cannot ihake 
sufficient progress in research on these obraplex problems with, 
at most, only a limited amount of time available for this 
purpose. 

In addition to doctoral-level (Ph.D.) researchers, physician 
researchers trained in the techniques of biomedical, clinical or 
health services research are necessary to provide a working 
bridge between the laboratory and the geriatric clinic. We 
estimate that^ at a minimum, an average of two such academic 
geriatrician research faculty for each of our 127 medical 
schools are needed today to make progress in geriatrics possible. 
We recognize that these 254 physicians may hot be equally 
distributed across all institutions, but the total hiiraber will 
likely fall in this range. Mechanisms must be developed to 
recruit, train, and reward such persons if we are to find new 
answers tc geriatric problems and to re-examine the answers 
currently promulgated . 

It is especially disappointing that not only are our fellowship 
programs producing so few graduates, very few of these have spent 
a fellowship year (usually the third year) devoted to developing' 
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research skills; Throughout the 16 internal inedicihe sub- 
specialty areas with fellowship programs^ approximately One-third 
o£ all £ellows remain for a third year of research. In geria- 
trics, the figure is less than 14%, the lowest of any internal 
medicine subspecialty area. The shortfall in the number of 
geriatric fellows is compounded by the shortfall in their 
experience with conducting research. 



The shortcomings in the medical care generally received by older 
persons is becoming well known. UCLA faculty and colleagues have 
shown that physicians spend statistically significantly less time 
with their older patients. In two separate studies^ we have also 
recently shown that in the typical medical encounter, many 
important porcedures (e.g., pap smears) are often omitted from 
the examinations o£ older people and that diagnoses of dementia, 
depression, osteoporosis and ihcohtlhence are often miissed. 

We cannot expect these patterns of practice to change until we 
have established more medical school curriculum time devoted to 
geriatrics, more postgraduate (redidency and CUE) training and 
a larger number of high quality fellowship programs. 
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Manp< 




The projections of geriatric manpower heeds made by the Rand/UCLA 
group in 1980 needs suSstantial revision for the following 
reasons: 

1 • Population projections have increased since these initial 
analyses; 

2, Population projections for persons' over the age of 85 have 
increased substantially; 

3, There is an unexpected demand for formally trained geriatri- 
tricians in HMOs, oramunity hospitals and clinics, and 

as; leaders in the long term care system (both institutional 
and hbnihstitutidhal) ; ahd 

4, My own personal conviction, ahd that of ray colleagues, based 
on our experience, that specially-trained geriatric cbhsul- 
tants will need to bear the responsibility for ongoing care 
in a proportion of the frail elderly because of the complexi- 
ty of the problems encountered. 

Ih a similar vein, review of the Graduate Medical Education 
Natibhal Advisory Committee (GHENAC) adjusted-needs-based model 
and their manpower projections suggests that a similar reanalysis 
heeds to be engaged ih. 

In terms of our own observations, we believe that we must target 
fo^ about 20,000 PTEs, a substantial upward revision from biir 
previous projections. We believe that this coald be achieved by 
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the education and training of 7,000 geriatricians and about 
13,000 (PTE) thterhists and family physicians who were well 
trained in gertatrtc medtcthe but who could not be considered to 
be geriatricians. If each of this latter group devotes 50% of 
its time to practice with the elderly we are really considering 
the development of a mechanism for training about 26,000 inter- 
nists and family physicians to develop above average expertise In 
dealing with older persons, I cite this since residency training 
in these specialties must obviously be totally redirected as mast 
the resources to support them. 

The Need for Geriatric Facult^^aa d F e llows 

We believe that the key to meeting the challenges i have describ- 
ed above is the development of a nucleus of faculty that can 
sustain and advance the teaching and research effort with its 
positive resulting effect on clinical practice. We do not 
generally, at the moment, have such a nucleus nor will one 
automatically emerge simply because of the geriatric imperative. 
It must be supported and encouraged. 

The highly visible presence of a core faculty of geriatric 
physicians is the key to affecting the practice patterns, 
attitudes, and skills of medical undergraduates and young 
physicians in car ng for the elderly. This faculty must have a 
presence in the academic medical center. In long-term care 
facilities, and .i ambulatory clinics. It should be able to 
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synthesize the expertise ot o^'ihrs involved in the cate oe the 
elderly and present it in a ihahrt'-r relevant to the medi ;al 
students and house officers « ^c> care for older people. 

TO influence iitudents -successfully in the appropriate care for 
the elderly, we must once more recognize the key influence of the 
medical hbusestaff on stuilents. It is essential that these 
pbst-M.D. physicians recognize the importance of geriatrics 
faculty teaching efforts and that they acquire the attitudes, 
knowledge, and skills to pass this bh tb their students. It is 
also axiomatic that resident physicians will hbt becbme advocates 
of geriatrics until the geriatrics faculty helps them in the 
management of their patients in both the inpatient and ambulatbfy 
services. In this vein, it is essential that geriatrics be 
taught in a factual manner supported by as much data as exists 
and as many key references '.as possible. 

The curriculum must emphasize the care of the frail and dependent 
elderly whose chronic Illnesses br physical br mental disability 
require the help of others in their daily activities. Clinical 
judgment about care of the elderly is a critical ingredient, and 
while difficult to impart, requires the transmittal of some Basic 
principles to clinicians in training. The usual clinical 
strategies almost invariably deiServe alteration in very old 
patients. 
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Emerging clinicians should be taught about a number of specific 
problems that affect the elderly whose assessment and maneqement 
usually lies with the general physician. These problems include 
the dementias, acute confuisibhal states, instability and falls, 
pressure sores, and arinafy ihcbntihence. 

The role of physicians in aiding elderly patiehts and their 
families in arriving at long-term-care decisions must be recogniz- 
ed. Young clinicians must be prepared to assess the fuhctibhal 
heeds of patients and to aid in the provision of the resources to 
fill these heeds. In so doing, young clinicians mast recognize 
and understand the role of ether disciplines critical to the care 
of the elderly and iroplemehtihg them in an effective manner. 
Finally, emerging physicians must become familiar with the 
practical but ever-changing wordings of the lohg-tirm-cari system 
that is evolving in the United States, we are hot recommending 
that the physician replace the social worker, but are convinced 
that the physician supplier critical compleroehtary skills to the 
social wrker in arriving at appiropriate decisions about Medi- 
caid, Medicare, intermediate care facilities, home health care 
agencies, skilled nursing facilities, and many other aspects of 
the support system that has developed. Ak ence of this input is 
evident to anyone who manages older patients in emergency rooms. 

Geriatric faculty, m 1983 the number of geriatric faculty was 
estimated nationally to be an average of 2.5 PTE per medical 
school. They are derived from two sources: 1) established 
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mid-career and senior faculty who have turned their teaching and 
research focus to geriatrics from another area of medicine; and 
2) graduates of fellowship programs, who now constitute a small 
pool of junior faculty in departments ©f medicine, family 
practice and psychiatry. 

we believe that to be effective, an institution must have a core 
of 10 to 20 faculty members, both junior and senior, fully com- 
mitted to geriatrics, ih order to be a balanced effort, ten to 
twelve positions would be regular, tenure-track faculty with both 
teaching and research responsibilities. Another six would be 
adjunct faculty at affiliated hospitals, and the remaining two 
would be fully committed to research. 

The major source of faculty for geriatrics is likely to be 
fellowship programs, and we must attract individuals to them in 
sufficient numbers and train thiie individuals adequately if we 
are to meet the geriatric challenges before us. 

In the decade in which we are beginning to experience the 
predicted oversupply of physicians, the trained geri.:;rt ijian 
finds himself or herself a much sought-after commodity. Fellows 
graduating from our program at OCLA receive dozens of job offers, 
and I am sure that this phenomenon is observed in othir programs 
as will. With the need for geriatL-icians to fill positions on 
university faculties, hmOs and in long tera care institutions and 
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conunuhity hospitals and clinics, the situation will continue for 
years to come. As a result, we can expect to see more and higher 
quality applicants for geriatric fellowship training. 

We are also beginning to see more professional recognition for 
the trained geriatrician. Beginning in 1988, the American Board 
of Internal Medicine will sponsor an examination for "Added 
Qualification" in Geriatric Medicine. Similarly, the American 
Board of Family Practice will offer special recognition* 
Increased recognition and prestige is thus accompanying the need 
for trained geriatricians. 

iSuppbrting the development of geriatrics in the way I have 
described means a commitment of monetary resources to sustain the 
sizable effort heeded. Funding has been transient, and uncer- 
tainty continues to plague long term development plans, we have 
the framework in place, and a major commitment of funds will have 
a pronounced positive impact on the care of our nation's elderly 
and the cost of such care. J, believe we are at a historic moment 
in the field of geriatrics because of the climate of interest and 
readiness to L*' **icipace in the clinical and research communi- 
ties. There ia ..r\e need and opportunity to make a national 
impact through geriatric training to facilitate adequate main- 
streaming of geriatric expertise into general training and to 
promote research. 
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Table 1 

ESTIMATES OF NEED EOR GERIATRieiANS 
IN AfAnFMTr HTOffttF 

Upper I imtt 



Hedical Schools 12^} x 3,0 372 

Teaching Hospitalg 

Internal Medicine Alone 328 x 2.0 656 

Family Practice Alone 236 x i,5 3^15 

Both 128 x 2,5 320 



TOTAL 



• 1693 

correction for University Hosps. --90 



Net 



1663 



LOWFR iTMtT 



Medical Schools 12^1 n 3,0 372 

Teaching Hospitals 527 

Total 



889 
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Table 2 



ESXXM/ITES OF MANPOUER KEEDS FOR GERIATRIC CARE 



Racipient-BasAd Saca 



Number of garlcrrlclanfi ncedad £a a funccibn oft 



1* Nimbur of persona In-perElnenE age-groups- (65-t* or 75-i*) 
IE aeXacEad dlEas (1977, 1990, 20X0, 2030) 

2. Average aanuaX race of uctllzaclon of aervlces of health 
cara providers (vlalca per year per parson) 

3- Productivity of health care providers (visits per year 
per provider FTE) 



4. Factor for liapraved care 

Nusiber needed (In FTE) - ^ x 4 



(Based on Tiie Future ^i^ed for Geriatjdss Mai^ower in 
the United St£.tes, Kane- R^L,, Solonon, D,H,, Beck, 
J.C., Keeler, E, and Kane, R,A,, NEJM , June, 1980) 
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Table 3 

r<;TtMflTrn nrniATRT r-fi r ^FARrH wanpohfr nfeds 

Academic Geriatricians 900-1600 FTE 

Academic GeropsycRiatrists ^50 FTE 

Total 1350-2050 PTE 

Research Ge^iatrictians FTE a 25% 325-512 RE 

+1 DoCTQRAL-LeVEL^ReSEARCHER ^m-nr^cf^ rrr 

Per Geriatric Faculty 1350-2050 FTE 

Geriatric Physician Scientists 250 FTE 

(Source: Physician HanpoweR-Needs in Geriatrics: 
Projections and-Recommendations; Kane. R.L.^ 
bF.cK/ J.C./ Solomon. D.rl.^ March 1981) 
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Table ^ 

Faculty members should be perpared for teaching and research 

IN GERIATRICS ANPGERONTQLOGY. ThE FOLLOWING MINIMUM TARGETS 
FOR THE YEARS 1990 AND 2DDD> FOR WELL-PREPARED FACULTY MEMBERS 
WH^^E.PRIMARY COMMITMENTS ARE IN GERIATRICS AND GERONTOLOGY 
SHOULD BE CONSIDERED: 





laaQ 


onnn 

Z.UuU 


Medical Schools-Physicians 


600 


13DD 


Medical Schools-Qthek Faculty 


600 


13DD 


Nursing Schools 


750 


1500 


Dental Schools 


80 


120 


Social Work Schools 


300 


1000 


Optometry Schools 


80 


125 


Pharmacy Schools 


35S 


300 


Clinical Psychology Programs 


150 


150 



►ource:_ Report ON Epucatjon and Training. in 6eriatri 
iS5*?l^°^"^°^°§^' flD^^^sTRATiv^ Document^ Nstiqnal- 

JeIJuary SisS^'^^' °^ ^^^^^^ ^^^^ 
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MEii Ai eiiiGE II 'is i of mm 

1979-88 ¥S, M 

(current rstarns co ared to soi 

MM schools Qnc lepartments 



Sponsoring Deptsi ihterndl Foily Psychiatry Total 

Medicine Practice 
!h=68) mi' Ml) 



Number of clinical 



2 

progroms In 1983-81! gi ji ij; jgg 



Niber of clinical 

progris in 1979-80 ! 50 19 15 

I 

• 13 of the i'i2 progris were co-sponsored bat are counted only once 
(istly ds Int-rfiol liedlclne); thusi the lower niber of family prac- 
tice prdgrains (;ij than sponsoriiig departments (37), 

""S '" ™^ toNICJl-KEARS! DELUSp OR„SEALiTY;„V}VELL, Si 
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Table 6 

- _ _ _ _ 25 

RMldiiucy Training In C«ri«cric« 

y^ag Source 

^^"^^ ^ idincif lad 2b. Of 7M Internal Hediclne 4nd 

laauy pracclea (no braakdovn) prograna .that required 
rocaciona In garSacrXei 

■ • ?f »^_^L»^lcal actooU 

Jtraduato prograaa, ona-thtrd of which were required 

^^^^ c ««• cable below 

Tasu I UjOCK-T^ KOTATlbN IN OfiUATUCS ■ • 

— r""*^F^^* __ o£ 3^ 

A./«W«wrf{cfar_ . eacnbliahed-academic 

Toi^ualuofRrii^j tofcw ttil ^fWP^ ^ u; t s la gerlacrlc 

■ ' ^ kj^.-t^^y . jsmii . ^ identified 

lyracai oLnddMii Niuabtf of luOu . as oz April, 1964 

uos t ■■ ■■ 

^« I • 

. 20^ft S • 

10«_ _ j _ 

- £ka/iv *(27jt; 
(Cumady^liaiai) 

4 midcatt . . ' 3 ■ 

2 mJdemi 3 ' ' ' ■ * 

4 ictldoit I 

. 0 _ J _■ 

^Mi 403%} 



B. FmulyHmiidi0f (3Omlunfoaiali_ 

' Toul iwlu oflcdag blocfc rewioa; tQOit) 

_ ifri i fjTih fy — ^r/ix; ■ 

PaocaiVnttldMU 

Niunbcra^i^dAtt 

: 2 2 



C. Ituenwl mnOcUrJimlfymhBiiikieieA 

T ^iMJttafljtriajWMdMMy blac k loaUoa; t3(US> 



d e lOH Xslng and HedleAl SduoatloB lepprt 

I • ^ISIHH XMstiofimi aurTiy Of Internal Hedl.li; Haapowir) 

r X Penninston firrr. jtiita j: Wed ^ i " «»i»w-r; 
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mm ]umm\f?mMK 

I 

lOTAL INTEili. PsilSTRT 

__No. No, i, __ ' No. io,' i. fid, 

Programs Positions Filled Programs Positions Programs Positions 



36 25 67 (28) 11 20 (12) 

36 85 25 75 12 

37 97 2« a 19 

S3 !I5 136(51) 13 i|0(31) 

166 
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Table 8 

^^'^^^p ^mnW r n f 

(AmA_ CREDIT AND-ST LEAST 

one days duration) 
Year Squrcf 

1975-77 (Pennington 35 
N.V. State J. Med) ' 

im miA) 4j 

1985 (OetA) 
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UNIVEKSITY OF CALIFORNIA. LOS ANGELES 



HKHki.i.i.y • iHvi% • mist 



lit.l.t.S • RI\K|ISII>K 




UCLA 



July 22, 1986 



Honorable Charles E. Graaaley 

United States Seiaator 

Chalrnah Su&bbnnlttee on AgXhg, 

Commlttee.on . Labor and Hunan Resources 

Washington^ D.C. 20510 

bear Chuok: 



Hy apoljo^liBS__fi)r_not_liaying_reaponjiesl to your letter of June. 2 7i 1986 
b u t 1 1 p_n 1 y r^B a o h e d _id y o f f 1 c e on J u 1 y _1 0 1 h. A t t h e 1 1 n e I was away 
from Los Angeles advising the governnent of Alberta, Canada oh its 
future develbpneht of servibes for blder pebple, Inbludlng its 
pbrsbnnel/manpbwer prbblens. 



Z shall add res.s the questions which acoompanled your letter In the 
following paragraphs. 

1. Mr: HfttoB: ia hl« atatenant : noted a averaX In^IoatorS oT 

; lnoregg^irg ^lu tftiigfl.t ^forlatylrg ^duaatl^nr Doea t^jl fl ^ nt Ivltv 

Indioata ji^j^t t^he madloal ^ir^lqlnq a vat em y±\l reapond XS3. IhSi QbaOglng 
AAfida AX AU£ aoQletv'a population JuL providing auffiolent faoultv to 
train our brinarv cape nhvaiQiana ^hd that usi. H^^IX iULyjBL iA dilA oourae - 
the numbera adeQuatelv irtiJ^iA taaofilng geplatr^olana XA AAJBl? 



Thore ls no <^L\a s t lo n t h at the r e Is a response by t h e n e d lo a 1 t r al nl ng 
system but as one looks at it in perspeotiv Caa my testimony points 
but) this reapbhse has been slow in bbmlng and is f alllii^ far. short of 
the - manpbwer/perabnnel- needs for tbls nat_lQiu__ _Tq_ dramatize this, my 
test 1 m oiiy_ _r eJT aaj. od_ t h at Oiily. _a. v ery_ _am a 1 1^ _P_r o p Or.t 1 o n_ o f _ t h e p y e r 
16 , 000 f.'^adua tes of U.S. medlj) al sohools .r_009_i_V9_'l__ ■ ■•■°i'*8f VA. 
experience in the bare bf the elderly, (the humber ranges frbn 2^3 
percfint ".b 3.2 perbeht bn the basis bf th« iiatlbiial. 4ata t'^ljable.^ 
At . the . level of bOre training Of Intarnlstj iind. f aLAJLly_pliyjslc j ans the 

situatlon_ls t^quaily .dea^erate^ Qf .. the _M2 .reside npy prograB?;. in 

Internal medlqlne and the 380 programs In family praotloe there would 
aprtar to be on the basis of ^985 data, nb mbre than Id experienbes 
exist bf wJiibh ^3 perben^ v4>re mandatory. At. the fellowship training 
level t&e laot data-available reVeala 51 _phyalcIana..«xl.tLln^ p^ro^r^a^ms 
in geriatrlDS_in_DPntr_aat_to,_ f or exaraplei .178 In. pMlBonary dlaeaae^ 
193 ip saatroenterology and 2|l9 In oardlology. In f ?ot, no more than 
ijOO pbyaloians have ever had fellowship training in geriatrlo nedlolne 
and g<4rbp6ybhiatpy in this natibn and <;'tie demand fbr these .persbnnel 
la naarlKg . a .nat.Xbnai orXsI^..- At tlie .cbii^tlDUlng oedlbal educational. . 
1 eyaJ._we .bell© ve. t hat for lft84 and J.9 85^ popblned no rapre thaP 8,000 of 
the approximately JlSO, 000 practicing pbyslolana In ^-fala oo^P^ry 
aubatantlal CHE experlencea. By aubatantlal we mean that pbyalbiana 
ottehded at leaat bne day bf CHE. Our eatlmate bf 8,000 we bbnalder 
o be a generbua bne. 



DEPARTMENT OF MEDIQNE 
MULTICAMPUS DIVISION OF CgRWTWC MEDIONE 

M)833LE^X^^fTE(CHS) 
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Honor Able CbarlAd E* Oraasley 
^uly 22, 1966 
Pago 2 

2. JX JiaLi. MMt Hfli JBLOl iiial Turthac jJtittA need ^ ;b2 JtaJESU? 

Th« r»«apna for le^aa tJiBiL _an Jdoal reapoiiae haa nuitloJ • ^>.uaea 
''"^ P?r»>ap5 the mpet major p_f the j_e JLJa tfie aDv - r:ca., natib^iaXXy, of 
■^^^^^^^^ ""^"b^r" of 'qualified faoulty oa:.*blo_Qf _ taking Up the 

eauoation^ana tralr ' r j Ta.pnablll tlea. My teatlijony also Pointed but 
''^ Iflloi? -.^f our-^anpower needa we now eatlmate that 
20,000 ruture_. <^«. , .Mfii;«sia^ XPTE'a) would be needed by the year 
2000. Of thla ,.:r'ju • . (_ Oo wouad_ be_ gerlatriciana _ and about J3,ddd 
(PTE)^lnternlat;- i.cf "^^alXy phyalolanc who _are _well _ t rel bed Jn_ 
geriatric medic ^ - out not oonaldered to be gerlatrlolana. If.eAch 
Pf.thlfl Latter group devoiea half of thblr time to prtotlce with the 
elderly wo are realljL fe^olng the development of educational and 
^r*^"l»8 Pr98''??j? for about 264000 loterniata and family phyalclana to 
develop above average expertlae Indeallng wl th_Qlder_ persona. The 
faculty requirement to bring thla about in the core residency training 
programa I believe lu he approaching a crlala atate in thla nation. 

® « ^« P » w h 1 c h need 1 0 b e_t a k e n _a_re_ ojio JLOr a Multiple, bat^)erhapa 
the moat orltioaX la the development of adequate _numbeca_ of Cenuera in 
thij nation who could begin to produce faculty in large_numbe_ra to_be 
diatributodto.the aitea w^ere they are needed. This la clearly an 
ear 1 y and fir at a t_e_p a n d_ w hjB n_ t hs^ efabultyire prbduoed ind inplace 
J"? reaouroea neoeasary tp_suppcrt_them_ih_their edubatlbhal and 
training activitiea directed at both the undergraduate, the.oore 
training In Internal medicine and family praotioe, and in continuing 
medlpal eduoiiion wO Id taJce plabe, the reasona for inadequate 
numbers of aites capable of _deVeIcping-new fabulty being preaeht m 
J*>^a nation ia clearly a reaource_prQbIem,_ although, there are bther 
influences which bear upon it. There are_ inadeauate,__atable funding 
mechanisma j^hicJj can permit the development of adequate numbera of 
sitea capable of developing hew faculty. 

|- -Ifl^^^M^ iliiil i ayy l ^^ JUL i fr^tntJ lL& am^trrn teacher« for ^ XsUlk 
tlagi USUI XlA vou auDPOrt voi^p faculty now ? » 

We have. be_ejJ_ iJivOJiVeJ in the aev^4)pm^bht of training faculty for the 
nation's medipal achoora aiaae__W8-M. i)ur bw^h fabulty at the moment 
aaya been supported frqm_ a variety, cr_ relatively a table wellaa 
highly unatable aouroes aa have cur fellowships atipends.^ The faculty 
support has come through the Veterana Administration, the UCLA School 
of Medi5ifle,_HationaI Institute cf Aging special awarda to faculty 
both senior and Junior »__anjl_ fr^i private fbundation auppbrt. 7\e ' 
acuroea aa you can aee range from r_e a_s_o a^b 1 y stable to aburcea ich 
are of aho.-f duration and highly unatable. 
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HoDOra'jle Charles E. Grasaley 
July 22, 1986 
Page 3 

with the ;iuppo/.-i fA' t K'- \ r ••aria Adoilhlstratibn, private f 04ibdatIonai 
abd-OCLA Hedlba: f^jii^.} Ti^ d'l,. we. have a ateady. atate or betWeeb 
£WeIye_ana_aixtec.a_fel.i^iV/i_Ln .trainings _The trilnlnS.proBram. lB of 
two_and_three jear_a duration, reapeotlyely. In addition we_ have had 
from one to three mld-oai ler faculty who In a period of a year have 
r^f-^lrebted their abtlTities into geriatrio sedicine. their funding 
hu« obme-frbm foundation aburoea and frbn their bW^ii -ItiatltatiailaX _ . 
altoa.^_ _ Duf aojBroej_ of_T9l.lPvohlp _8:tlp^Jida_ _ar_e_ ajajji hli^hly unatable^ 
Fpundatlpna have not been willing 'to atay In thla activity for longer 
than three to five years; the oonatralnta or advanoed tralneea In 
ihterb'^l Dedicine through the traditional funding aouroea are a 

cbhataht threat^ and finally even the atablllty of _£he 7eterana_ 

Administration fuQdlnC-has been in queatlon on aeveral oooaalona ainoe 
we started our programs. 

^, And oah vbii tell ua what liae ybu wbiild make of -^he tvoe of j-U-ondrt 
KiUfiil wbuia ^ DPQviawd ^ .LElfi. DPQgran contemplatect j^jj: X&XA MIX? 

A a Z .have lm^> Add elae where Ip roaponae to your queatlona the aupport 
of faoulty and f ellowablp atlpenda la highly unatable. In a perlbd 
vhere there are bbnatraliita, - and actual buthabka In the aupport of 

the-preaeht number bf-medlbalsbhbbl faoulty^ It la exoeedlngly 

dll'flcult_fQr_desaa_of_aQhQola_of_medlQine_to maln.taln their preaent 
(support of gerlatrlo f acuity^, muoh leaa Inoreaae the number. bur 
training oapaoltlea with the number of fabulty we have at hand iji the 
DCLA faially Cwhibh Inbludea -our ?A MedlbaX Center altea) -la at -maximum 
bapaclty. Vera, we to Ibae f ability., thrOug&_ Jthe preaent. ^Inalal^Illty In 

rujjdJJig.sonej>ft hjdM ^ we n ou.l d. _h.ay _e 1 0. out. h a.o k .0 n o_u r .t r a_l_n 1 n g 

oapaplty. The legislation propoaed would faollltatelnoreaalng our 
training oapacltlea at all levela bf the medioal eduoatlbn continuum 
and partibuliEiriy at the bbre training level In Internal medlblne and 
family prabtloe^ the fellbwahip level and In oontlnulng medioal 
eduoation. 

I am delighted with the bppbrtunity tb be able tb reapbhd .tb ybiir 
queatibna and would be bappy tb elahbrate further bn them. 

Tojira_al o e rl y i 




:^hn C. Beok»--M.^Cr 

professor of Hedicl.ne 

Director, .Hultlcampus Division 
of Gr^rlatrlc Hedlcine 



9i 



^patoir KUtsunaga. Thank you very much, Dr. Beck and Dr. 

Ito xou believe that the private sector cannot do what the Gov- 
ernment is now proposing to do? 

t^^i^hu ^ the activities that have been at- 

fh» Ir^Sr^^ fetor which I laud, are activities such as 
those of the Hartford Foundation, which funded a very small 
number of people at midcareer. ^ 

portunity for m^yiduak^^^^^ are coming out of their training to 
W protected time to,de^^lop a research and academic ca?eer 
which would ™t them in the mainstream. They must be abl to 
o^^^'"*^' their c(dleagues and to deve^^^^ a relationsBp that 
SSf p^SraS!'' ^ P^"^ °f °n ongoing broader aca- 

^ do not tlunk th^ the foundations, at least the ones that have 
,f °s far, candeal vvith the numbere of individual 

'n^n Jfn^or?^^^ 4$?"*- P^^^ « ittipdrtaht role in 

fSiS/K^ — there are aspects of programs whic£could be 
facihtated by private sources of support. At our recent lOM meet- 
^^fi^f had the fiMindations-Hartford, Dana and otheS-involved 
BO that they would have a sensej)f where they might get the great- 
estlever^e for their support. But the probleS I a much! SSh 
fe^5tL°"| *^.*^^*L^.^ h^^^ that telling bureelves that it can 
^i^JS^f^oif® v participation is going to 

createjhe ||me mistake we Jiave made for the last decade. 

Senator Matsiwaga. Dr. Beck? 
wM'^^^- ' "^""^^ lite to add to Dr. Thier's remarks. I have had 
h^s?y°^*f^^^ *#? ^^""'^^iio" worfd, and there readly only 
i^V^rJ^^. Sundations^in this nation which have sho«^ sub- 
Si^^"^— ^^'^f ifo^K"" we are discussing today. One was 

^^nfS^v^^^I ^^''''$^^^ ^^^'° Alto which faiitiaiiy^in 
?^^^-^'^^*'^! *''^'*®''®^°P"e"t °f geriatric medicine, fuhded 
a_^ejy ^ted number of prograaw^ clearcut, typical foun- 

toion strategy of 5^ying; We want to do this to point ^ut to the 
Sn^ .w'S" ^ ^ done, and funds have to come 

^.^^^^1®' f^^? we are not committing our funds forever. 
i,£''i^^^^y^ ^^^'^mrord roundatT^^^^ you have heard, 
has developed a m^est program in support of midcareertrainSg 
md more recently the Brodkdale Foundation out of New YoriThS 
d«^loi»d^ain a very modest program. 

arefer sfS^oT J? ^^^^ through these mechanisffip, 

are tar shortpf what !s needed to meet the national need, 
nu^o^^^ — ^"'^^^ • ^^'^j^ering the fact that there is a defi- 

?n SmS^^n^P"^^*""" °/ ^^f as I uhderetand it today 

m Amenca, 200 eveiy week celebrate their iOOth birthday-I w^ 
^a«d to learn abouttha^and realizing that this popSon ^ 
^'^^'^^.l^^^ Jt was just 2 percentftoday it is 11 
p^rcen$-and in the beginnmg of the next clhtury, it mi be 

- are learning to become doctore to take couSes in 

genatncsand gerontoldgy. ^ i-uuibco m 

Are the medical schools doing anyt]iing in this regard? 
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Dr. Beck. The medical schools, sir^ are doing all that they can. 
They are in a period— and Dr. Thier can respond as well — of major 
fiscal cdhstraihti as faces many other areas within bur society. 
Their major limitation in a response is the absence of trained facul- 
ty to teach geriatric medicine and gerbpsychiatiy. We <^not 
expect our medical schools to begin to^ 

and house staff until we have got bodies around who can do it. And 
the natidii has not got them.^ 

Dr. Thier. I think thatjs the j-eal message about the earlier com- 
iilehts related to the^rgence of increasing of geriatrics in 

the curriculum, in essence, what you have is^ geriatric curricu- 
lunij taught {^ talented amateurs. And that will never achieve the 
kind of sticking power and kind of attention that is required until 
it has the kind of faculty that can also be part of a collegial group 
and hold their own on the basis of the quality of what they 
produce^ in scholarly terms as well as teaching terms. 

Dr. Beck. I support that completely. 

Senator JMa*e3UKAGa. As the years go by, more and more i begin 
to believe in what you say. 

Dr. Thier. We hope you wiiliiave a long time to do t> "v. 

SBhator MAtsuNAG^^^^ thank you very much. 

Dr. Thier^ Thank you.- 

Senatdr MAtsuN/iGA. Our next panel of witn^es consista of Dr. 
Gregory Pawlson, repr^entinj: the American Geriatric Society, and 
Associate Chairman, Department of Health Gare Sciences, George 
Washington UmveM Md Wfe. Ina Gtizm a constiltarit 

with a mi^'br interest in private support for geriatric education. 

I will be happy Al'_bcar from you. 

Dr. Pawlson, v lease proceed 

STATEMENT OF DR. L. GI^aORY PAWLAQN, ^PRESENTING 
AMERICAN GERIATRIC SOCIETY, AND ASSOCIATE CHAIIWAN, 
DEPASmENT OF HEA^ ^ CARE SCIENCES, GEORGE WASHING- 
TON UNIVERSITY; AND ISA GUZMAN, CQNSrLTANT _ WI^^ 
MAJOR INTEREST IN PRIVATE SUPPORT FOR GERIATRIC EDU- 
CATION 

Dr. PawMw._ 17^^^ much I will also tiy to highlight 

some of theare^ in my written rewrt. _ _ _ 
__Flrs_t of aJh we feel that the care of the frail elderly can be im- 
proved in terms of fxmction and perhaps even survival with little 
or no ihcrease; or in some cas^ an stctual reduction, in the overall 
costs of health care through the application of iwmej)f the princi- 
ples of geriatric medicine. I think that is a very important factor in 

t;>r:.'- i '^'^^ 

Seea studies in tha hospital environment, both in the 
• r ^ i ; :.'bilitatiye^ £lia^ 
tia - " in office practice and in home care, which support 

ij^y..^^*^*'^!--! 

SThtese are not higfc technology, costly interventions that we are 
talking about, but rather, if a?iough teacliera were available in geri- 
atric^ medicine, they are thm^ that most physicians in training 
could learn. 

M 
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Second^ we feel tha^ putting a limited amount of funding— and 
we^understand the limitations of its ayailability^into the creation 
of taculty m geriatric medicine, would be the most efficacious in- 
vestment of Federal dollars and could have a me^or impact on 
training of ihdividu_als_thrbughout the country. 

By doing this, I think we would create a cascade effect^ so that 
by tuirfing a few indiyidu^^ faculty level, you jcould supply 

some direct teaching of residents and students. In addition faculty 
oversee feltowship p^^^ turn produce more faculty 

tor the academic centers, as well as physicians who will put ihtp 
practice and be the consultants in hospitals and outpatient ^nvi- 
rwiments across the country. Shus you can have a very significant 
ellect on training in many different areas throughout the country 
wth a relatively small investment. _ 

Finally, there are a couple of things that i would like to point 
out m terros oT why, and ^our previous question was a very timely 
one, m terms of why this isn't going to hajpj^h ph its own. 
4.U i.^^" ® number of things about geriatric medicine 
that are TOing to prevent its' developing in as timely a manner as 
w^would hope it wpuld. 

Firat of all, geriatrics has emerged in the wrphg time and in the 
wrong place. It _has_ emerged during a period of rather painful but 
necessary^restraints oa health care ext)enditures._Tm dollars, 
research dollars, and clmical income cfollars in academic medical 
centers are very different in terms of their fate of increase than 

they wer^ in 1960. 

Second, geriatric medicine is a very time-intensive kind of prac- 
^ AAA — ® " *^Sat we can do to ^am 

$5^UM m an hour and thereby be able to subsidize bur educatiohfld 
activities at other times. 

_ raird, geriatric educ^ mclud® the use of sites such M nura- 
mg homes and outpatient practice^ which have no provision for re- 
imbursing .trainees as does the hospital. The hospital is still _a 
m^or source of funding fbr bpth_ faculty and Specially for fellow- 
ship prbgfams in areas other than geriatric medicine. A recent 
report by a group looking at funding: of fellowship programs in in- 
ternal medicine showed that geriatrics had one of the smallest pro- 
portions of funding from hospital sources as compared to other fel- 
lowship training areas. 

I think that despite the fact that we are trying: to produce short- 
er stays Md better care for the elderly through geriatric medicine, 
we are still going to be losere in the eyes of many: hc^itals since 
we mke care of nipre cpmplex patients who are going to have a 
ipnger length of stay regardless of how well we try to provide their 
care. _ _ ^ x- 

__I j^uld submit that hospital directors might be seen as rather 
poor financial managers if thw were to shift r^urces ta programs 
like genatnc medicine which not only cannot provide, enough 
money to keep themselves going, J>ut also bring in frail elderiy pa- 
ti^htej which hospital directors may see as revenue losers Under 

the prospective payment system. 

I would like to close with a clinical vignette, if I might. This is a 
patient that I lust happened to see thii_ morning— bemg a local, 1 
made my usual rounds this morning before coming here this after- 
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noon. I asked this patient for her permission to use her name and 
case in talking with you. _ _ _ 

Her npae is Glac^ lady vsrho 

spent her Hfe counseUng disadvantaged youtl^ She was diagnosed 
having breast cancer about 8 years ago, and 1 year ago s&ered 
the onset of very severe acute back pain, which was diag^qsfd as a 
metastatic lesion of her Jbreast cancer. She took to her bed; she 
^^^P*"^® .^^^ d?P?^*l^l she stopped eating arid was really Ibbkiiig 
for possible hospice ctire ^en we first saw her^ 
__J_wejy;^ck_and l(K)kM through the records for evidehbe that 
this w^ metastatic^ cancer-^recognizing that many elderly people 
have vertebral collapse of the spinal column firom bstebporosis or 

J^'i'^^^ jsus it turned her pn)blem 
was due to ah esophageal stricture which was benign and could be 
^riwtedj^and she dM cancer but a ver- 

tebral compression fracture from (»teopor(Xiis. She is no longer de- 
pressed^ and hMj^^ seeing some of her former clients again. 

i think that- the case illustrates the kind of thing ^hat we are 
talking about. It is hot high-tech. It did not take a $16^606 interven- 
tion, but it pr^uced^ a patient who is much better off at a relative- 
ly low oost to the health care sj^tem. 

Tliank^pu, , 

Seimtor Matsunaga. Thank you. Doctor^ 

[TTie prepare statement of Dr. Pawlson and responses to ques- 
tions submitted by Senator Grassley follow:] 
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-fltLFliZwrJ .it^lHTKICS 50CIETV 
cEKOr-e THE 

-ZLiimTC CCrifllT~Et: Ort '^^BOn f^ni' HOMAN RE5QDRCE5 



1 =>iTi L . J Ci . • i son li. L . . ;*1 . r . H. an i n ^ er'n i st and ger' i a t r' ic i an 
.^pd He^d ot th^ iJrntef ■^C'r nqinn £»:uaies and Services at Georqe 
••Jr«=n I na con un i ver-s 1 1 v . 1 51 m ht-ft? tcdav r^epr'esen 1 1 nq the Amer' i can 
■I'vr i,?tfiC5 bocietv in whxcri i ser've? on the E ;-:ecu t we Board and as 
Ct-siMUcsn ot the rCiblic Pblicv Committee^ The fimericari Geriatrics 
5^Dc:u-t/ r.as apro : im? tel v 5,i!'ijij memoer? . lar'nely physicians, from a 
'H-ietv ot' di=.ioiihe?= inci:.*ding intf*rnal medicine, tamily Practice and 
ps , chi 1 J tr-. . Our pr 1 inary ao3l is ^o improve the care o-f the elderiy 
chrou'pn I'esear'ch, education and innovation in clinical practice. Our 
rie.r,c»t»rsh IP fp^presents thw -full spectrum of geriatric medicine from 
p<'i.?i.e pr'rACCi oners provioino pr'i mar'v car^e to the elderly, through 
f e^-Srtf'Chers involved in oasic science ahS clinical investigation of the 
'-''J 1 S'^^ses 'hat c»fflict so many of our' senior' citizens. 

&u 1 Id i nu on the tgfS t imon y you hs vp a 1 ready heard concern 1 ng the 
nF.»<?d ret mor't? F.>n v ^ 1 c 1 ans rramwd in -jeriatric medicine, I would like to 
f bees Dfi tnr*e» additiorialpointa. 
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1 • grow ing number* ot studies indicate theit tlefiatr'ic assessmen t 
ana man aqemeri t can resu 1 1 i n be t ter pa t i en t care at the same or even 
(■educed costs or care. 

2. the Prevision ot -fundinci at the level ai -facultv and -fellowship 
t-lLCtftior. nas a multiplier e-f-fect that will s i qn 1 1 i can t i y expand the 
iiTiPact oi the investment of -federal tunds. 



♦^e^ri^tt ic education i5 unlif:el''- to G>:;pand without specitic intervention 
b ~J tn»? ConQrt?S3. 



'"iefiatric assessment and management are f;ey elements in the car'e 
o-f tr'derly Persons with multiple di3»^ases and psycnosocial pr'oblems. 
Whilt^ the Pr'i3cedu»'es involved ar'e somewhat time in tens i ve, they do not 
^ require ejiPehsivg" new technologies. Invest igat ions o-f the e -f -f ec t i vehesi 
ot geriatric assessment have shown promising r'esults in both the 
hosp i ta I and ou t pa t len t setting* Studies o-f the acute phase o-f 
hospitalization o-f -frail elderly persons in Great Britain, as well as 
studies done* by our group at George Washington, indicate that care by 
Physicians with ger- 1 at r- ic training r^esults in a shorter length o-f stay 
with the same or better outcomes. In the rehabilitative phase o-f 
hobpxtal care, a study done at a Veterans Pidm iri i s tr at ion af-filiated 
with UCLA, demonstrated improved patient outcomes including -functional 
status, mora ie and survival with -fewer hospital readm i ss i ons, nursing 
home days and lower overall costs when care was Provided in the 
• ger'iatric assessment unit* 

In -the outpatient setting, preliminary results -from a project 
done at the University o-f Nor-th Carolina indicate that geriatric 
assessment and management o-f -fr-ail elderly persons in the outpatient 



BccaLise o-f cuf'ren t -funding and r'ei mbur' semen t pat terns. 
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settino can result m enhancea tuhction. rf^duced use oi nursing nomes, 
rewe.- ho-,pital admissions and lov,^r over all expenditure -For hed;th 
c-xre. Other dj»ta from th^ Home Medical Service at Boston University 
3uqQH3f that nome car^ provided by geriatricians can reduce the number 
Of hospital iration required bv the trail elderly. These studies and 
otner3 -.h ich in th- interests of tim.. I will n5t review, indicate the 
Possioilitv that throuqn o-ducation and training ot physicians, in ail 
Melds that relate to th.- care of tn»^ elderly, we can improve the care 

nhe Mideri: witho-^t .adding = lan i f ican 1 1 y to the alreabv high cost ot 
h^Wtn c^re. Such T:rainih9 will not occur without d significant 
,rcrt.-d» = f^ in the number ot phvsicians Avs^ilAble t6 teach geriatrics. 

I uould like to turn now to a consideration of how we might expand 
trc^ininc anc education in geriatric medicine "with in the most cost- 
t^tVecriv^ manni?r. Fir'st it is clear that the field of geriatric 
n-dicin*= will evolve, not as a se^erate ipeciality as it has in Great 
Britain, but as a area of special focus within existing specialities, 
SDecitically internal medicine, family pr ^ctice and possibly 
psychiatry. Indeed. th« American Boards of Internal Midicine and of 
Family Frattice have itated their intent to give certifying exams in 
gena^tric medicine tay t^>e spring 5f i9BS. By remaining within the 
mainstrpam of theie and other specialities, geriatric medicine can have 
an ma.ior impact on the training of moit of the physicians who care for 
thi vait majority of elderly persons. This positioning of geriatric 
medicine? within Internal Medicine, Family Practice and other 
specialties rpquires a broad approach to the funding of geriatric 
tr'a in mg. 

As vou have hPard the ma.ior factor limiting training in geriatric 
medicine is the lack of a sufficient number of qualified faculty to act 
C.S teachers and r6ib-models. This latk of a suffient number of faciJlty 
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is 'due, in tufn^ to the small number- of training programs which Provide 
fdiC'jlT.» iri geriatric medicir^:-' and i'ncre»^>s i na 1 y limit^>a support tor' n«?w 
nodical school *ac>jity^ Ffovidintj rfiiativly limi ted -fundinq for 
incre^^inn thp number oi -faculty i-^itn t?.:Perti5e in geriatrics can s 
n^ve 9 significant impact .rn the trainin9 of a lar'»-je number ot 
Phvsicians. espii'ciallv if Gucn fundin-y is tieO to the *?:;pansi6n of 
ft? I lowsh IP trairing pro-q r^arpE . Th»^ tir = t st^p, in what could be called 
thn multiplier t-ffecti is thst a rf*iatively modest number of f acu 1 1 v 
«. -^n PrCvid-f the. e::P^5t ti=e ano di-r^crion tor the training of geriatric 
fell ow-s, Gt-riatric f<=llow= ate ph> a icians who have finished their oasic 
ffi<=idpncv rraininfl m thr-'ir" i;p«}Ciality iipld. Euch as intet'nal medicine 
or tamily pr actice, and who desir't? advanced tre*ining in geriatric 
,iii?d icine within that sptr-ciaiity fifld. When their training is 
comp lea ted most its 1 1 ows a.sSLime major teaching r'ol^s. However even uh i le 
in training^ fell ows p I ay a s i gn i f i can t ro le in the educa t i on of 
residents, interns and medical studerits. New faculty and fellows also 
provide a very ct'ucial source of fresh ideas and manpower for the 
research whicn may SGm» day remove thw diseases that cause so much 
suffering for our- elders. Thi« cascade o*- multiplier effect of a small 
number ot new -faculty is th>4 reason why i h ves t iMg in a Program that is 
a 1 med at the faculty level may prove to be the most ef f ec t i ve means of 
e::Pandin3 geriatric educat i cn and. more importantly, improving the care 
o+ the elderly. 

riy final Po int is airected at the question which is Perhaps most 
important to members of Cbngr'ess: Why do we need federal dollars and 
legislation to increase education in geriatric medicine? I would like 
to offer the following reasons in support of our need for your 
intervenT: ian: 
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1. Geriatrics has had tnt? mis-fortune to emerq»? during a period oi 
tncreasinq limits on income m academic medical centers. These limits 
TAVh- befrr noted \n 1 1 tnree oi the .7>a,ior sources of inc6m« ibr 
^c.ad*3ft.ic .Tic-dical CF.n tcrs-tui t ion researcn and Patient care. Medical 
school tuition has reached levels in some institutions, such as my own. 

over t::0.<:'00 per year, ;:it this level, further tuition increases to 
tunJ nek< Proqrams is almost untnir^able. Fundinq -for research, a+ter a 
period or r?p Id increase in the oO ' s is declining in r^Al d5Ilar terms. 
Finally: rie-ressarv : but still painful e^^nrts to contr'ol health care 
" .pendit.'r-..-2, h^/p reducr^:3 ch© i» /a i I a5 i I i t v or clinical income that 
,T>iqht have been used za c coss -3'.ibs id i ::e tie development ot" geriatric 
•Tied ic me. 

^, Geriatric medic mo i3 a verv time intensive ehoevbur with ho 
highly reimbursed "high tecK' orocedurii. Further, efforts to limit 
M£?dicarc' expend i turps have had a d i sp ropor r i on^te erfect oh the 
practice ot geriatric medicine. While other Physicians may have shi-fted 
some o-f the rising costs ot prsctic^ during the Medicare treeze oy 
raising tees tor non-Medicare patients such shi-ftmg is impossible wheh 
sour practice is. by desigh: all elderly patients. In addition, since 
.Ttost patients cared -for by academic geriatricians are already Burdehed 
by pover-ty 5r very high medical care costs, it is usual to accept 
Medicare assignment. Taken together these factors ihsure that income 
from clinical pr^actice is not sufficient to subsidise education. 

3. Despite the ehhahced efficiehcy and effectiveness noted in the 
studies which I cited earlier, the care of ir^il elderly persbhs. which 
is the Basis of clihicai geriatrics, is seen by hospitaii* as a revenue 
loser- under the current system of Medicare r-eimbur-semeht: Hospital 
revehues account tor a substantial proportion of the funding for 
faculty and fellowship salaries ih areas other than geriatric medicine. 
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batc^ Trom the annual sur'vey ot Intk.r'nai Medicine manpower' indicates 
that qeriatrii medicine relloushiPs dt^rivp * substantially smaller 
ahar-e their 3i.P;:arT rrom ncsPitals than othpr Intprnal Medicine 
i^l lowsh ip3. Given th»^ «3r*av< i n^ tvars, and in som^? cas«?<5i the reea 1 i ty ot 
declining r«?ve i-ii-s, hospital director' wauid ll^ely be accused ot poor' 
ou5 i ness luaqemen t it rOha 5 wer'^ c i ver t:t?d tram a rp venue enhanc i ng 
Proqt Am such e-s -c«riji^»c surgery training to a geriatr'ics program. Not 
oni.^ do Proqraa.b in gtri^tric meoiTin*^ -attract patients who are likely 
ro h.4vw ianqer th-=.n ^vt^r aae st^vs in thf? hospital but as we noted 
b'rTor*-' the Prcgr 5n=i rn^mseiv'-'S ^irt* not l;kely to be- sel-f-suT-fient rrom 
clinical i rlcome . 

fal^ en tugf^rht^r "chf^ p ffac-rt^d i ng -ractors make it very unlikely that 
Tu.'.ding Tor now i=«uulr/, or tor rellowship training in geriatrics will 
tDtr tor- the Dm ing unles? ther-e i= ac tion by Congress, i wou Id like to 
thank ycu tor this opportunity to speak betore you arid would be pleased 
to respond to yc^nr questions. 
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July 10, 1986 



^'he Honorable Charles_E^_Grassley 

Chajnnan, Subcpmrntttee pn_Ag1ng 

Cbrmnlttee on Labor and Human Resources 
United States Senate 
Dirkseh Senate Office Building, Rm. 428 
Washington, D.C. 20510 

ATTN: Penny Bogas 

Dear Senator Grassley: 

1 am very pleased to respond to the question which ypujubmltted 

to me.concerning my fesflmbny at the June 26 hearing on "Geriatric 
and Gerontological Education and Training", The question which 
you posed was*_ "Explain. to me In somewhat more concrete terms 
now Improved geriatric training would help physicians make more 
cost-effective decisions about the care of the elderly", 

As you have_notedi_evldence_ from several studies cited 1n 
"ly written stateinent show that.physicians using geriatric assessment 
^epnm^y" can reduce the overall_costs_and_improve outcomes In 
J"e,"re of the frail elderly in_a_varlety_of_settlDgs. Settings 
Included acute hospital care, rehabilitation hospital care, home 
care and office s^ace care. While the reasons_for the lower costs 
and better butcomes have not been_stud1ed in detail, the following 
factors would appear to be important: 

1) A careful geriatric assessment can uncover problems and diseases 
that are reversible, often with relatively simple. Inexpensive 
Ifiterventlbhs: 

2) Geriatric assessment focuses bri functional status, as well 
as_dlsease diagnosis: Thorough knbwledge of a patient's 
function allows services to be matched clbsely with needs. 

3) Close linkage of_med1cal assessment by the physician with 
social and Durslng assessment, which is the *jallmark of geriatric 
care, allows coordinated planolog of care. This coordinated 
planning ls_some thing. which. does not always occur when separate 
social agencies, nursing agencies, physicians and hospitals 

are Irvolved in the care. 
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^) Geriatric assessment frequently includes family and friends 
of the patient in the process^ This inclusion often increases 
the understanding of the family or friends about the problems 
of the older individual and often ehhahces their Willingness 
to participate in the care; 



5) Physicians are often the only professionals who follow the 
patient through all care sett1ngs_(home_care^_hQspltal care, 
or nursing horoe care)^-- Therefore,_pbysicians wlth_a good 
working- knowledge_Qf_the_treatiDeDt_optiODs_avftilable_for_ 
the elderiy.in each of_these_settings_can_help ensure the 
efficient and effective use of each setting, 

6) Physicians with a knowledge of geriatric medic ine can provide 
♦"•he elderly patient who may^^^^ 

interventions with a balanced arid knowledgeable assessment 
of both the benefits and the risks of such Interventions. 
For example* a number of studies done by geriatricians have 
shbwii that discohtihuihg certain medicatibhs iii older persons 
can hot only save the cost of the drug but reduce the level 
of fuhctibhal disability in certain instances. 

It is our strongbelief that theknowledgeand skills which__ 
canhelp. ensure cost-effective. care for.tbe.elderlycan be Imparted 
tbroagh_1mproved_geriatric training* _As_DOtedi_it_is_Qur_hope 
that sucb.trainlng would_extend_through_the developmentof geriatric 
faculty and fellowships at_ medical centers to the training of 
all physicians who participate in the care of the elderT^. 




Gpegox£_puitsoi(. M*D^.r-ftfr.H. 
ITirector. CSfhter for Aging Studies and 
- Services, George W&shington University 
Executive Board, American Geriatrics Society 
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Senator Matsunaga. Ms. Guzman. 
Ms. Guzman. Thank you, Mr. ehairman. 
too^.^ave submitted longer test^^^ and would like that writ- 
ten testimony entered for the record. 
&nator MATSUNr.GA. that will appear in the record, 
ftfe. Guzman. Thank you. 

l^^^^^^M ^f'^Ji^^J^mmmy^to speak before this 

5cto?J^fe°^--^- Tt^^SI- f^'^^ formerly served as the di- 
rector of the Agmg^d Health Program at the John A. Hartford 
Foundation in New York City, I am currently working as 
^1 with many of the national foundations to help design their 
f^l^^fO^^^ of elderly*and tbccSdt 

na^e eSorts among foundations that share common interests in the 
of these common areas of interest and cbhcerh 
among founeTations IS the development of training opportunities f™ 
plwsicians in geriatric medicine. 

. I wish to share wth you todEQr my experiences Jaihed in develoo- 
mg and admmistermg the Hartford Geriatric Facultar Developme^ 

wth^other foundations as they CO ways to address the need 

for^hysician trainin|r in geriatrics. «uuicoo me neea 

The ^Hartford ^Geriatric Faculty Development Awards oroeram 
was es^taWished l^ihe Hartford foundation in 1983^ hefp S 
RHn^*'te2^ ^-T'^'^".^f^?^*^^^^^ training through faculty feUow- 
fe;-?^^ "^^-^^^^^ Hartford Founifatioh to meet this 
IP^M ^r.^°J° ^ have reached a senior 

^ ftwJ^f^'^'^fiV^ leadership in their medical schools and 
^Ji'%''^^°^^Lp^p'^S, a^^ be instraientann 

building a research, clinical and educational program in geriatrics 
at their respective medical schools. m genamcs 

The key roncept i^derlying the Hartford Program is one of mid- 
l^r^r retrammg. The program is intended to attract semor-ievel 
a^fflieraic physiciaMmt> background training in areal rSlt 
ed to genatrics, such as mtemal medicine and famSy nractice and 
»¥Sc^m£^^ coSSn^to' 

rJ^Sr^^^-^ ^P^^^^ physicians are expected to 
If^/I^^^-^^^ respective medical schools committed to1buildi5B 
academic programs in geriatrics. "uuuiub 

roSfol°^ Jf *?'®,P^f°'? Foundation program is to develop a 
e^ of ^^^f b^ihyiicians laiowledgeable in the deliv- 

In^ fiii^^i^ ^ older persons, BO that they, in turii can teacfi 
and train othera m the field of geriatric^. 

pH^Th^^U---- ^""1 been 23 Faculty Development Awards grant- 
ed^with approximately eight physicians trained per- year 
wwflth^"^iF*^ ^•'1 Hartford Program to date indicate that, 
whUe this nudcareer focus is an important and necessary one a 

n^Afe midcareer physicians have a critical mass of ad#ionS 

™d support; them in their 
efforts to build and sustam geriatric research, clSiical, and teach- 
mgnrograms at their home institutions. '-'"^'^u, ana teacn 

T,s^-^-°^1f** bill addresses this key issue of the multiple tiers of 
physicians who need to be trained in geriatric medicine. Without a 
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critK^ igMS of giysjd at any one medical school, the .'=jfForts of 
a single tr^ned physician are likely to be diffused m he or she at- 
tempte to build, a Jem 

Thus,^hile the Hartford Foundation has chosen one vehicle,the 
rnid-career retraining, to begin to address this critical need for phy- 
sician training in geriatrios, it is A short-term solution. Oile-persori 
teachihg units are not viable for more than a short time. We know 
that fbr a long-term effect, we will need to Jrqy^^ training oppor- 
tunities at all levels of graduate medical education. 

liiJ^dditioh to the Hartfpr^^ several other 
fouhdationa that are beginning to address tha jiaed for geriatric 
training^ The Bipokdale_ F^^ New Tprk City recently 
launched ^national fellowship progranudesigned to encouraj^ in- 
novative resea^^^ The Brookdade Fello^hip 
Awarcfa arejstrgeted toward candidates, both M.D.S and Ph.D.s who 
have reached a stage in their careers where they have demonstrat- 
ed that they are capable of outstanding work, but need protectod 
timei freedom from their routine commitments to pursue their re- 
search interests. - - _____ 

_ The Charles A. Dana Foundation in New York City is currently 
developing a program tojprqvi^e training opp ortunities iil geriat- 
rics. One aspect of this program will be aimed at training clinical 
^^^^^^W^P^^^^ fielji of aging, A pxptotj^^rq3\(^^^ 
funded at Harvard and its clinical affiliates to create a research 
t^mning syndromes such as acute 

cbhfusionad states rad urinaiy incontinence. In addition to support- 
ing researchstudie^^ will also train two fellows in the 
cimicaiirapects of di^nosing and treating aging syndromes. 
_ _The_Dana _Foundat provides funds through the American 
Federation for Aging Research to support 5 new ijlvestigator 
award! each year and to support 12 awards each year for third- 
and fourth-year medical students to participate in a 1-mbhth clini- 
cal rotation in geriatrics. 

There are seyerjd other Jou^ that hMe ackngw^^^ 

edged the critical heed to improve the training of ph^^icians in ^er^ 
iatrics. However, _np single fbun JiQr even a proling of all of 
these foundation resources can fill the ^p in the numbers of physi- 
c^fi^s t;siio wil^^ in prder to care for the increasing 

numbers of older patients in the population. The need for geriatric 
!^r?ining— am^ cost— far exceed the capacity of founda- 

tions to respond. _ 

Foundation supjwrt in this area is critical in terms of stimulat- 
ing pockets of research and training activity, whether it bejhrough 
the j^ehicle of the midcareer training sponsored by the Hartford 
Foundation, or through the creation of research and training units 
as sponsored by the Dana Fd 

However,^ these efforts must be encouraged to muUiply Md_gro w 
at a much faster pace in order to meet the huge demand for physi- 
cians who are knowledgeable and trained ir^geriatrjci^ 

The key element to expanding these training efforts is embodied 
in the proposed bill. The Geriatric Physicians Graduate Medical 
Education Act of 1986 is intefided to train physicians ^o plan to 
teach geriatric medicine. 

10'8 
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The Hartford Foundation is currently the only foundation that 
suppoi^the^trai^ its approach of midcareef 

retrainii^. Howeve^ the Hartford Program only prcxluces a maxi- 
inurat of ei&ht per year. 

TSie Brookdale and Dana P^im fellow- 
ship support for research and clinical pm suits in specific areas of 
geriatric medicine. 

The prbpKxsed legislation represents Em important step toward in- 
suring tiiat there be adequate numbers of faculty to i;each 
others in the critical areas of geriatric^. ^e t^ avenU 
port outlined in the bill, a 1-year retraining program for faculty in 
depaitmentas of internal^ m and iwychiatiy, 

and a ^year intenud medkine or family medicine fellowship pro- 
Sl^.'^^.^^JPh^Bm in geriatrics^ will move us much closer to ifie 
desired goal of having a critical mass of faculty in any one institu- 
tion capable of teaching and training others in the field of geriat- 
ri<». 

Thank you. _ 

[The prepared statement of Ms. Guzman foUows:] 
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Iha 6. Guzihah 

Testimony Ret Geriatric Physicians 
Graduate Medical Education 
Actof 1986 
June 26, 1986 



Mr. Chairman, I am very pleased to have the opportunity 
to speak before this Senate Subcommittee on j^^ing. Having 
formerly served as the director of the Aging and Health program 
at the John A. Hartford Foundation in New York City, I am 
curriently working as a consultant with many of the national 
fbuhdatibhs to help design their grants programs addressing 
the needs of the elderly and to cbbrdihate effbrts among 
fbuhdatibhs that share cbmmbh ihterests in the area bf agihg. 
One bf these common areas of interest and concern among 
foundations Is the develbpmeht of traihing opportunities for 
physicians in geriatric medicine. 

X wish to share with you today my experiences gained 
in developing £md administering the Hartford Geriatric 
Faculty Development Awards program as well as my perspective 
gleaned from discussion with other foundations as they consider 
ways to address the need for physician training in geriatrics, 

Tdu have already heard estimates of the numbers of 
physicians who must be trained iri geriatrics* While it is 
difficult tb pinpbiht ah exact estimate of heed, it is clear 
that we are still far shbrt of the prbjectibhs* This shbrtage 
of physicians traihed ih geriatrics affects all aspects bf 
the health care system Bind its ability to meet the needs of 
the eideriy. Without more geriatricians, only limited progress 
can be expected in efforts t i}to improve training for medical 
students and practicing physicians in the diagnosis and 
treatment of older patients t ii^to expand medical research on 
aging-related problems 1 and iii)to improve health services 
for the elderly. 
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Many of the nation's medical schools are attempting to 
respond to this shortage by creating departments or divisions 
of geriatrics, bthera have developed fellowship training 
programs for post-residency medical students. These efforts 
have, in large part, been frustrated by a lack of fully 
trained academic geriatricians to staff thi programs and by 
the severe economic crisis affecting moit teaching hospitals. 

The Hartford Geriatric Faculty Development Awards program 
was established by the Hartford Pouhdatioh in 1983 to help 
medical schools strengthen geriatric training through facility 
fellowships. The vehicle selected by the Hartford Foundation 
to meet this bbjectivi is to train academic physicians who 
have reached a senior level of academic rank and leadership 
in their medical schools and can therefore, following a year 
of training, be instrumental in building a research, clinical, 
and educational propam in geriatrics at their reipdctive 
medical schools. The key concept underlying the Hartford 
program is one of mid-career training. The program is intended 

level academic physicians With backgrounds 
and training in areas related to geriatrics, such as internal 
medicine and family practice, and Who have stated, an intent 
to redirect their area of concentration to the field of 
geriatric medicine. 

Pdllbwihg a yiar of 'draining at one of four training 
sites t Harvard Medical School, Johns Hopkins School of Medicine, 
Mt. Sinai School of Medicine, and UCLA School of Medicine, 
the trained physicians are expected to return to their 
respective medical schools , committed to building academic 
programs in geriatrics. The goal of the Hartford Foundation 
program is to develop a cadre of academically-baaed physicians 
knowledgeable in the delivery of medical care to older persons, 
so that they, in turn can teach and train others in the field 
of geriatrics. 

To date, there have been 23 Faculty Development Awards 
granted, with approximately 8 physicians trained per year. 
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Each award provides up to $50,000 for one year of pfrrttal 
sa^lary support and a $5flOOO relocation allowance. 

Experience with the Hartford Geriatric Faculty Development 
Awards pro gran to date ihOi dates that, while the icid-career 
fociis lis ah important and hscessary one, a lb n^- term solution 
to the problem of geriatric training requires that these 
mid-career physicians have a critical mass of additional 
physicians trained In geriatrics to assist and support them 
in their efforts to build and sustain geriatric research, 
clinical, and teaching programs at their home Institutions. 

The proposed bill addresses this key issue of the multiple 
tiers of physicians who need to be trained Vn geriatric 
medicine. Without a critical mass of p^tysicians ax any one 
medical school, the efforts of a single trained physician are 
likely to be diffused as he or she attempts to build a program 
adequate in the research, clinical, and teaching aspects of 
geriatrics. 

Thus, while the Hartford Pbundatibh hais chbisen one vehicle, 
the mid-career training, to begin to address the critical 
heed for physician training in geriatrics, it is a short-term 
solution. One-person teaching units are hot viable for more 
than a short time. We know that for a iohg-term effect we 
will need to provide training opportunities at all levels 
of graduate medical education. 

In addition to the Hartford Foundation, there are several 
other foundations that are beginning to, address the need for 
the development of the c 1 inic i an/res ear c he r/tcac her in geriatric 
medicine. The Brbbkdale Foundation in New York City recently 
launched a national fellbwship program designed to develop 
future leaders in geriatrics and to encourage innovative 
research in the aging field. The Brbbkdale Fbundatibh Fellow- 
ship awards are targeted toward candidates, both Si.D.s and 
Ph.D. 8 who have reached a stage ih their careers wheh they 
have demonstrated that they are capable of outstanding work. 
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freedom from routine cbinmitroents to pursue thetr 
research interests. Apprbxiinately four fellows are selected 
each year and are supported for a two-year period at an 
anount up to $50,000 a year. 

The Charles A. Dana Foundation in New York City is 
currently developing a progr-am to provide training opportunities 
in geriatrics. One aspect of this pro-am will be aimed 
at training clinical investigators in the field of aging. 
A prototype project was recently funded at Harvard University 
and its clinical affiliates to create a research and training 
unit focused on the "aging syndromes" such as acute confusional 
states and urinary tncontirtehce. In addition to supporting 
research studies, this project will also train tw5 fellows 
in the clinical aspects of diagnosing and treating aging ' 
syndroBSes, 

The Dana Pouhdatibn also provides funds through the 
American Federation for Aging Research to support five *new 
investij^tdr- awards each year at $25,000 per award, and 
to support 12 awards each year for third and fourth year 
medical students to participate in a one-month clinical 
rotatibh in geriatrics. 

There are sevei-il other foandatibns as well that have 
acknowledged the critical need to imprbve the training of 
ph^icians who conduct research in aging, who diagnose and 
treat older patients, and who teach other physicians in the 
care of older patients. Hbwever, no single foundation nor 
even^ pooling of all of these foundation resources can fill 
the ^p in the numbers bf physicians who will need to be 
trained in order to care for the increasing numbers of older 
patients in the population. The need for geriatric training 
(and consequent cost) far exceed the capacity of fbundations 
to respond. 

Foundation support in this area is critical in terms 
of stimulating pockets of research and training activity. 
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whether It be through the vehicle of the rold-career training 
sponsored by the Hartford Foundation, or through the creation 
of research and training units as sponsored by the Dana 
Foundation. However^ these efforts must be encouraged to 
multiply sind grow at a much faster pace in order to meet the 
huge demand for physicians who are icnowledgeable and trained 
in geriatrics. 

The key element to expanding these training efforts is 
embodied in the proposed bill. The "Geriatric Physicians 
Graduate Medical Education Act of I986" is intended to train 
physicians who plan to teach gieriatric medicine. 

The Hartford Foundation is currently the only foundation 
that supports the training of faculty through its approach 
of mid-career retraining. However, the Hartford program 
only produces eight trained physicians per year. The Brookdale 
and Dana Foundation programs provide fellowship support for 
research and clinical pursuits In specific areas of geriatric 
medicine. 

The proposed legislation represents an important step 
toward insuring that there will be adequate numbers of faculty 
to teach others in the critical areas of * geriatrics. The 
two avenues of support outlined in the bill| a one-year 
retraining program for faculty in departments of internal 
medicine, family medicine and pisychiatry, arid a two-year 
internal medicine or family medicine fellowship) program with 
emphasis in geriatrics, will move us much closer to the 
desired goal of having a critical mass of faculty in any one 
institution capable of teaching and training others in the 
field of geriatrics. 

Thank you for your attention. 
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Senator Matsunaga. Thank you very much, Dr. Pawlson and 
MB. iiuzman. 

At this point, are you able to determine what the most prevalent 
Illnesses or diseases are among the elderly? 

S^^^'^- Zl^Hii^^* we arejust^at the beginning of our 
jmderstanding of that. There are & number of sur^ys that have 

i^JL^^?^^'^^^ ^^^J^^^^ Qenter for Heath Statistics, Na- 
tional CentCT fo^^alth Services Research and the National Ihsti- 
P}!^JL^^^^^^^^^J^<i^^^ to provide us with in- 

tonnation about^giir elderly population. 

It is interesting that in yeare past, if ^ou were over 65 or espe- 
ciaUyOTer 70, you were not part most epidemiolosial studies. It was 
thought to be^too drfricult or not imlwrtant. So we are just berin- 
mng to sort pf Mther the kind of real data w« need to look at hot 
only the things^ that cause death, but the thin^ that cause the 
mgor functidna problems that elderly people experience 

Senator Matsdnaga. Alzheimer's disease, tor example. You 
never^heard about Akheimer's a few years ago, and now you hear 
A^eimer 8 disease, Alzheimer's disease. Do we resQly know how to 

COP6 Wltil iti 

.^■ f^yvLSON.I thmk we are in many Wayi in long-term care and 
m genatncs, where the rest of the world was 30 or 40 years ago. in 
beginmng to kind ^ of underetand many diseases. I think Alzhei- 
mer a occureedm the wrong place. If it would have occurred in the 
np?pital setting, we probably would know a lot more about it now. 
But at was hidden aw^ in the nursing home and at home, and We 
are j^t b^nmg to get at diseases that seem to have their maior 
impact in those settings. 

°^ *° ®^*^er helg in a meaningful way 

wctnns^of AMieimer sjisease in terms of their care, we are just oti 

iMt E tS'^fo^S' ™ °^ *° disease, we are still 

^nator Matounaga. I 'wdll ie 70 befsre too long, in a few 
months^ and according: to statistits, while in Washington,^, I am 
Inrnig on borrowed time; life expectancy here is 67.2. In Hawaii, I 
still have a few yeare to go, it is 77.6 years there, i think. 
Now, smce I am getting to that age, I find more and more that 

^U'^i^Kn^^l ^^i^K^^ ^^ People ased to guess his 
age to be 60^ He had jet-black hair, and because he was judo in- 
8tructor,^te_ v(^ in good physical condition, and people used to ask 
mm what his secret was. 

He us«i_ to recite an old^ Japanese proverb: "A soul completely 
unmersed m one s _v?ork reflects a youthful face." And I havl been 

to^TlSfei^Sl^^^^ ' ^ ^ 

r-^^C J^'^u- ^* ^ ^ ""^^ difficult disease to diagnose because we 
te^'^i^ °f a brain biopsy-which is prac- 

tS diapiS except at autbp^— to make a absolutly cer- 

™Hf„^^^*^® P™^^®^^.,?^ i**®™?^^ and especially recent 
memory loss, are one of the first signs. Hie problem is that we all 
forget. I always tell my elderly pa^jefits, "You know, when 
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75 Jmd_xbu_ forget thmk^du Alzheto^ 
forget thhxgs all the time, and on one has suggested that I have 
that disease." _ 

But the symptoms of marked recent memoiy less, difficulty in 
judgment, pn^e^ing to some behavioral prol>leins, lack of recc^- 
nition_pf ohJ'i surrotmd^ of the signs of Alz- 

heimer's disease. But as I said^ we do not re^^ have a way of sort- 
ing the stage of Alzheimer's from the forgetfiilness that all of us 
have from time to time. _ — 

Senator MA3SUNAGA. Well, I wish to thank you all for beiSg so 
patii^t the^u^qmmittee and fbr presenti^^ 
testimonies. I am sure other members of the subcommittee will 
read yoiir tlitiinpm what_yoU_haye to say 

today in acting upon the bill pending before the subcommittee. 

Thahk you very much, 

[Additional material supplied for the record follows:] 
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AMERICAN 
ASSOCiAtioKi 
OF DCNTAL 
SCHOOLS 



?«9MASSACHUSEm AvInue; N.W. 
WASHINGTON. O.C. 20036 



August 1, 1986 



The Honorable Charles E, Grassley 
Chairman 

SQbconuaittee oh Aging 
Cpqmitteeontabor and Human Resources 
united States Se&ate 
|?:"J?^_Jai:t Senate Office Building 
Washington, DC 20510 

bear Mr. Chairman: 

to prSeht tWvilw«^ f^*^ this opportunity 

(AADsT on ^^kVL Amejricjin association of Dental Schools 

i^ciii^\!t o¥ wee"'" ^^'^^-tric Physicians Graduate Medical 

?n ff-r^ "^V enough dentists with traintitg In geriatrica 
lo%Te^t!SUras"il If 1^. Wi^r^"^^^' 

their in5.act on the overall need for their services is negligfble. 
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The Honorable Charles E. Grassley 
August_.l# 1986 
Page Two 



As the eider 1^ p^opulation increases, more people aged 65 
and over will be seeking dental care* _Hoce o£ them will have 
retained their teeth through preventive programs f arid -they will 
be.ciOEe educated wltlL^Jsiglief awfireness . theX£_dentaI_ require- 
»ent_S._ _ They will demand care/Jbut they .wili.have special needs. 
As with medicine, improper dentai treatment or lack o£ dental 
services can be deadly. This applies iwst strikingly to medically 
Compromised patients^ the bedridden, or those confined to long-term 
care facilities ^_wbo_luLve_chcontc. health, ^roblema _that .demand 
^ P e c i a 1 d e n t a 1 t r e at me n t a va i lab 1 e _ o nl y_ £ ro m speci al ly* t r a i ned 
practitioners* Even among the "well elderly" , there will be 
a greater incidence of oral disease, such- as periodontitis arid 
Oral _cancer«- The-xe-Iatlonahip beilweeit functional- dehllition^ 
t h e_ _d i g es t i ve_ _ process and. nu t r 1 1 i o n> _ and. the . .inte tac ti on _ wi t h 
P|^.^'3CfriP.tion drugs and medical procedures is of utmost importance 
to many of these citizens. 

While jeuffent- programs > Infludtrig the .Section 7.38- Geriatric 

Ed u cation _Cen.t e r.s and the V • A . . Ge r i at r i c Fel.lo ws.hips ,__ have attempted 
to address training in geriatric education, not enough attention 
has been devoted to training a sufficient number of geri^ric 
dentists^- Thus, the Association- rec^mmeiidB- that S. 2489 be 
am.ended. t^. include. dentistry, in .its_ propo&ed.authodzation .of 
new, targeted funds. .for. education and training grMts iri_ger.i.atrics. 
Providing grants far dental schools and hospital-based and other 
giraduate dental educatiori prdgraims is a necessary first step 
to. establish ^eriatrie_^iitistry—aE--an - integral component of 
dental school curricula and postgraduate education. 

We would be happy to ahs%^r questions you may have regarding 
this statemerit, arid to provide you with ariy additional information 
you may need concerning OQr position; 

We thank you again for the opporturiitj^ to preserit our vie%re 
on this very important issjie, and respectively request that 
these comments be included in the fbrioal bearing record oh this 
legislation. 



sincerely. 




Richard D. Humma, Jr. 
Executive Director 
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The American Psychological Association (APA)..oh behalf of our 87,000 

nembei:s»_ls_p leased to present this statement for the. record. of the 

Subcommittee's bearing Qn_''GerJatrlc_ancj Gerontologlcal Educatlon and .. 

Training^" He CQmmend_Chalrman_Grassley_and the members of the Subcommittee 

for their commitment to this Important Issue. 



We wlsh_tp_address_our comments to the Geriatric Physicians Graduate 

Medical Education Act of 1986, S. 24G9. 



the proposed legislation addresses the critical shortage of physjclans 
trained to treat the physlcai health care probjems of older persons by 
ristralnihg certain medical school faculty members and by a gorjatrjc 
fellowship program for medical students, this shortage has been well- 
dbcumerited by thes Rand Corporation, the Administration on Aging, and by the 
testlmbhy presented before this Subcommittee by Dr. John C. Beck. 

We are pleased with this general effort. However, the APA Is concerned 
that only medical scbdbl physician faculty will be ellglbie for retraining 
In geriatrics under S. 2489. Medical school faculty members wlib are 
psychologists will hot be eligible for the retrathlhg effort proposed by S. 
2489. We view this as ah unfortunate bverstght that may have serious future 
impllcatlbhs for high-quality health care for blder persons inthls country. 

The APA believes it Is Impbrtarit tb bring tb thij attention of the 
Subcommittee the role that psychblbglsts have played In the training of 
Physicians. Psychologists have held faculty appblhtmehts In medical schools 
for over_ sixty years. and have served as. deahs of medical schools, chairs and 
actingchairs of departments of psychiatry, medlcaXpsychblbgy, and 
behavioral scJences._ There are currently over 1,800 psychblbglsts emplbyed 
jr^_medlcai school s ,_tbe_maJor I ty of which hold cl Inlcal/teachlhg posit Ibhs: 
Aimost_one-haif of tbose_facuJ ty appointments are tb.departmehts bther than 
psychiatry, 5ucb_as_departments of family medicine, . internal medic Ihe^ and 
neurology^ __PsycboJogy_ I s_ the only nonphyslclan health. profession to hold 
ci.l.n I cai_ teaching positions comparable In responsibility and duties tb 
physician faculty. 



__Psychploglsts_cpntrlbute an_understandJng of _ tbe_deve lopmenta I process , 
V^^o o.tJP logy and tre_a_tment_pf mental _and_nervous dlsprders^_dlagnost Ic and 
assessment ski I is, knpw I edge pf the_psychpl^ of physical 

.^^lTl^ss and the efficacy of behavioral medicine, and the use of emotional 
and behavioral treatments. 



Tl^ough many of the psychology faculty In medical schopls_have some 

* I" > ^ D 1 P9_ 1 " go r i a t r I c s , many do no t . t hoy i bar e w j t h t he 1 r p hy si c Ian 
colleagues the need for continuing education and retraining In geriatrics. 

Fortunately, the inajorlty of our aged population enjoys good health and 
Ihdependence, but a number of disorders afflict older people wliich can 
result In disability and Institutionalization. Mental health disorders 
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K^w,^ii7 9'"8^t<>r frMueincy among {He siasriy than In the non-aged adult 
population. These condjtign^^^ oth'r functional disabilities 

sucn as incontinence and osteoporosis, various chronic cbhdit Ions 
malnutrition, and neurological disorders such as Alzheimer's disease. 

ln9ti?Q?r'^f''D^^*''ri°^.?? the; National Institute on Aging, the National 
nn! .» "ont^L Health, the Veterans Administration, aha others, 

indicates that dysphoria and major depressive disorders are significant 

''""-lyi that many persons with lono-term chronic mental 
aaa wttS"^^ ^"^'"°P-"«"t«' disabilities are now living Intb old 

age with some joining the ranks of the homeless or being "lost" In 

the'iSe T^'hIJ'V ''''' ' '''^ '^'^ '"'^J-** - "'t" ^<>n over 

the age Of 75 having the highest rate of suicide of all age groaps — BOfh 

confSstnn ""^ >bus«. Polydrug use! and'misuse'of tor 

p^v^k^'"".'?""" prescription drugs are all serious problems among the aged 
Psychologists are central to all these Issues. ° 

hi ■.[''-''-1°''° o""" °"*y- sntry point for both 
eseentll? .hf?*'-.^"!*''."''""" country i?° S 

programs schools, should be Inciuaed In faculty retraining 

0*^^"°!? psychology Is currently hot Included in Section 70if4i 

the Publ c Health service Act CTI tie VII). the health p ofess ons el gible 
70UV4T , ""^"f"* 'on 788. Which S. 2489 Amends. However? Section^ 
1985 to e, LbM^i ''P'"=J'|55"y O"" ae^'na Psychology, and ^is created. In 
Program ("cop 1. «s eligible for the Health Careers Opportunity 

70U4r?i:^t* )!r°°^r° ^^?°^'**" 1° 'ncmae psychology directly In the 

o'rlf'.i^l:^?-g•;^^-?^:-^^•--'-;---- 

this ^Po??a^t*S?oS":egls?at ron*''^hrAPr::;^ our views on 

Sub.o^lttee-s efforts to ^mprovfthe ^"^\Tl^j;:fV:;leny' 
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^aaterJ^'mmAGA. I do have an opening statement for inclu- 
sion in the record. 
We are acypumed. 

[Whereupon, at 3:45 p.m., the subcommittee was adjourned.] 
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